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NGESTION of poisons by adults rarely is ac- 

cidental. If industrial poisoning is excluded, 
suicide must be considered in the majority of 
adult poisoning cases. Prevention, therefore, 
must proceed along different lines from the label- 
ing and warning measures now being used to 
prevent accidental poisoning in children, Under- 
standing and evaluation of emotional factors and 
motives are of the greatest importance. 

Suicidal deaths in the United States are re- 
ported at the rate of 17,000 per year and in IIli- 
nois at about 900 per year.’ Ingestion of poisons 
ranks below firearms and hanging as causes but 
poisonings account for about 80 reported sui- 
cidal deaths a year in Illinois. Most suicidal at- 
tempts do not end in death and they frequently 
go unreported so that no accurate figures are 
available as to their incidence. Every hospital 
emergency room has experience with such cases ; 
they form an important segment of emergency 
medical practice. In contrast to the more violent 
methods of suicide, friends or relatives usually 
bring poisoned individuals under medical obser- 
vation before death supervenes. With the excep- 
tion of certain rapid-action poisons, suicidal poi- 
son cases usually can be successfully treated. 

The reasons for suicide attempts are complex 
and the motives given by patients or their fami- 
lies frequently are unreliable. In our culture, 
justifiable suicide or “honorable suicide” does 
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Suicidal Poisoning 


not occur and suicide must be considered a prod- 
uct of mental disease or personality aberration. 
The availability and popularity of various 
drugs and chemicals will determine the type of 
poison used and varies from culture to culture. 
For example, in Puerto Rico in recent years, a 
popular method is phosphorus poisoning due to 
the suicidal ingestion of rat pastes.? Use of these 
compounds for suicide attempts in the Continen- 
tal United States, even among Puerto Ricans, is 
extremely rare. In cultures with a high degree 
of development of medicine and pharmacy, pre- 
scription drugs, especially barbiturates, form by 
far the largest portion of poisons used. As ex- 
amples, figures from New York City indicate 
that barbiturates account for 74 per cent of poi- 
soning cases and in Stockholm, the percentage is 
about the same.*:* Patients who attempt suicide 
with barbiturates and other hypnotic drugs usu- 
ally have obtained these drugs on prescription. 
These patients, with various disorders and com- 
plaints of a nervous nature, often have made the 
rounds of several physicians and clinics and ac- 
cumulated several different prescriptions in the 
medicine cabinet until the attempt occurs. 
With the recent increasing popularity of newer 
sedatives and ataractic drugs, suicide attempts 
with these products will occur more frequently. 
Attempts have already been reported with glute- 
thimide® (Doriden®), meprobamate® (Miltown®, 
Equanil®), and chlorpromazine’? (Thorazine®). 
In obtaining histories on suicidal poisoning 
cases, it is noted that individuals take their drugs 
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in one of three characteristic ways. The first, 
which I shall call “impulse consumption” is the 
most frequent. Here, the person may not have 
seriously contemplated suicide before but reacts 
to an overwhelming situation by impulsively 
emptying the medicine cabinet of all available 
sedatives. The severity of the poisoning will de- 
pend in part upon how much was in the medicine 
cabinet to start with. Barbiturates, salicylates, 
and opiates often are taken in this manner. 

The second method is called “calculated con- 
sumption.” Here, a lethal or near-lethal dose is 
carefully calculated in advance as part of a 
planned suicide. Although this method is not 
common, it should be understood by the physician 
as indicating a serious suicidal trend with the 
risk of another attempt unless the trend is re- 
versed. 

The third method is “serial consumption.” 
These are the cases that may be accidental in 
part although it usually can be established that 
the suicidal wish was present. The patient takes 
his usual sedative in a somewhat larger dose be- 
cause of more severe anxiety or impatience. This 
weakens his defenses so that a suicidal thought 
becomes more dominant and he takes more and 
more until he empties the bottle. When he re- 
covers, he may have amnesia for this phenomenon 
or may attempt to pass it off as an accident by 
saying “I got confused and couldn’t remember 
whether I took my pills, so I took some more.” 
That this is only part of the truth is evident from 
the history of the events leading up to overdos- 
age. 

Evaluation of suicide attempts must take into 
consideration both indications of danger to life 
from the poison itself and to the integrity of the 
personality from the underlying disorder. A 
classification utilizing both of these factors has 
been proposed recently by Schmidt, O’Neal, and 
Robins working in a large city hospital.* Suicide 
attempts under this classification are grouped in- 
to a) medically and psychiatrically serious; b.) 
medically not serious and psychiatrically not se- 
rious; ¢.) medically serious, psychiatrically not 
serious ; and d.) medically not serious, psychiat- 
rically serious. This classification is relatively 
easy to use and has diagnostic and prognostic 
value. 

Examples from cases will illustrate these prin- 
ciples. 
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A 24 year old man was brought to the hospital 
by his wife who stated that about one hour be- 
fore he had ingested 20 one-half grain pheno- 
barbital tablets—all there were in the house— 
along with the entire contents of a pepper shak- 
er. This was promptly confirmed by the patient 
who vomited up some tablets and pepper. Treat- 
ment consisted only of rest and observation. Re- 
covery was uneventful. Further information dis- 
closed a long history of petty legal offenses, re- 
peated job failures, and tantrum-like behavior, 
worse when his wife was pregnant. She was preg- 
nant at the time of his suicide attempt and her 
obstetrician had advised more rest. When she 
would not go fill a hot water bottle for the pa- 
tient who was complaining of his stomach, he in- 
gested first the pepper and then the phenobarbi- 
tal. This man is an immature, psychopathic per- 
sonality and his impulsive and infantile suicide 
attempt is a good diagnostic clew to his person- 
ality. “If you don’t take care of me, I’ll eat 
worms,” about sums up his reaction. This case 
was medically not serious, psychiatrically not se- 
r1ous. 

A 32 year old woman had been crying to her- 
self for several weeks. Fellow workers noted that 
she appeared dazed and disinterested at her job. 
One evening, a friend received a call from her 
and noted thickness of her speech. The friend 
promptly went to her home and found her in 
deep coma. When she was brought to the hos- 
pital, respirations were observed to be slow and 
shallow and while she was in the emergency room 
she stopped breathing. She was treated with gas- 
tric lavage, fluids, and picrotoxin and was in se- 
rious coma for 24 hours. After recovery from 
coma, her history indicated that she had taken at 
least 4 grams of various barbiturates which she 
had obtained from three different physicians. 
She had considered suicide for at least a week 
and on the night of her attempt, she fortified 
herself with alcohol and then swallowed the cap- 
sules one by one. She called the friend in the 
middle of this process but apparently went on 
taking the capsules after the call. This woman 
was deeply depressed but made a satisfactory re- 
covery. This was a case of calculated consump- 
tion, medically and psychiatrically serious. 

Less frequent, but especially interesting are 
cases of suicide attempts with drugs which the 
patient has been using for treatment of a specific 
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illness. Suicide attempts with insulin have been 
the subject of case reports; they usually occur in 
diabetics who take increased amounts of their 
usual type of insulin.® I have observed one such 
case, a depressed diabetic man in his 50’s who 
was on a regular dose of 20 units of protamine 
zine insulin. He injected himself with the entire 
contents of a vial of U-40 PZI. Despite his sui- 
cidal intentions, his diabetic training prevailed, 
as he injected himself in several sites and used 
individual alcohol sponges for each injection. He 
was found in his car in coma and at first was 
thought to be having an ordinary hypoglycemic 
reaction. Regulation of his blood sugar was dif- 
ficult for the next four days and he continued in 
partial coma. The suicidal nature of this case 
was discovered later when his wife found the 
empty vial and the multiple pledgets of cotton. 
She had observed signs of depression in him. 
This case is one of calculated consumption, med- 
ically and psychiatrically serious. 

Suicide with other specific drugs such as Di- 
lantin® has been reported.’® A case involving the 
suicidal use of warfarin recently appeared in the 
literature.1! The patient, an army inductee, used 
warfarin in its rat poison rather than its medic- 
inal form. He had read about the effects of cou- 
marin compounds in popular magazines, and us- 
ing this information ingested a warfarin-con- 
taining rodenticide over a period of six days, tak- 
ing it a little at a time as a rat might do. This 
resulted in a generalized petechial rash and he- 
maturia with a prothrombin time of over four 
minutes. He responded satisfactorily to transfu- 
sions and vitamin K. The personality aspects of 
this case were not discussed in detail, so that we 
can only speculate about this man who knew that 
coumarin compounds have to be taken in cumu- 
lative doses and who ate rat-bait like a rat. 

Prevention of suicidal poisonings presents sev- 
eral problems. Poisons are widely distributed and 
it appears unlikely that stricter laws regulating 
their use would act as a preventive measure to 
persons contemplating suicide. Because suicide 
attempts so frequently involve the use of pre- 
scription drugs, the medical profession must bear 
some of the responsibility for their prevention. 
The physician often is in a position to prevent 
suicide. The possibilities of a suicidal trend 
should be considered in patients whose symptoms 
are of an emotional nature or are vague and non- 
specific. Evidences of depression, impulsive be- 
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havior, obsession with insomnia, deficiencies in 
judgment, and alcoholism are all signs that 
should lead to wariness in prescribing large doses 
of sedatives. Care in precribing involves limita- 
tions on amount and on refills. The patient-phy- 
sician relationship itself may be a powerful fac- 
tor in suicide prevention. Patients often welcome 
the chance to talk about their depressed feelings 
and suicidal thoughts if the opportunity is of- 
fered them by careful listening and judicious 
questioning on the part of the physician. In situ- 
ations where suicidal trends are suspected, it is 
imperative to inform a member of the family of 
the risk and it may be necessary to have the fam- 
ily control the supply of drugs. 

Many patients who are likely to attempt sui- 
cide are unable to form stable relationships and 
are likely to drift from physician to physician. 
They are able to accumulate large amounts of 
medication even if each physician is careful in 
his evaluation and prescription. Other sources of 
drugs, outside the physician’s control, are old 
prescriptions left in the medicine cabinet, drugs 
prescribed for other members of the family, and 
drugs obtained from extra-legal sources. 

This discussion of suicidal poisoning has at- 
tempted to point out the value of understanding 
the patient, his motives, relationships, and ill- 
ness. The method of suicide attempt may offer 
clews to the personality of the patient and act as 
a guide to therapy. 
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Juvenile Delinquency 


The Physician’s Responsibility 


And Role in Prevention 


JAMEs B. Gitvespic, M.D., URBANA 


HE physician has a dual opportunity to as- 

sist in combating the problem of juvenile de- 
linquency. A direct and personal contact with 
children and parents facilitates early recognition 
of an environment that contributes to the inci- 
dence of delinquency. Also, as a respected citizen, 
the physician has opportunities to assume leader- 
ship in all community activities for the general 
improvement of child health and welfare. 

Legal definitions of the term “juvenile” and 
‘juvenile delinquent” differ somewhat in the 
various states. “Juveniles” according to the 
Model Youth Correction Authority Act of the 
American Law Institute Model Penal Code, 155, 
are boys and girls less than 18 years old. A 
‘Juvenile delinquent” is described in the Family 
Court Act of the State of Illinois’ as follows: 

“The words ‘delinquent child’ shall mean any 
male child who while under the age of 17 years 
or any female child who while under the age of 
18 years, violates any law of this State; or is in- 
corrigible, or knowingly associates with thieves, 
vicious or immoral persons; or without just 
cause and without the consent of its parents, 
guardian, or custodian absents itself from its 
home or place of abode, or is growing up in idle- 
ness or crime; or knowingly frequents a house of 
ill-repute; or knowingly frequents any policy 
shop or place where any gaming device is oper- 
ated; or frequents any saloon or dram shop 
where intoxicating liquors are sold; or patronizes 
or visits any public poolroom or bucket shop ; or 
wanders about the streets in the night without 
being on any lawful-business or lawful occupa- 
tion or habitually wanders about any railroad 
yards or tracks or jumps or attempts to jump 
onto any moving train; or enters any car or en- 

From the Department of Pediatrics, Carle Memorial 
Hospital and Carle Hospital Clinic, Urbana, Illinois. 
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gine without lawful authority; or uses vile, ob- 
scene, vulgar, profane, or indecent language in 
any public place or about any schoolhouse; or 
is guilty of indecent or lascivious conduct. Any 
child committing any of these acts herein men- 
tioned shall be deemed a delinquent child and 
shall be cared for as such in the manner herein- 
after provided.” 

The judge, probation officer, lawyer, police 
officer, and the institutional authority have di- 
rect relationships to the delinquency problem. 
The specific areas of their professional concerns, 
however, differ from those of the social worker, 
school teacher and counselor, clergyman, psvchol- 
ogist, and psychiatrist. The first group’s interest 
in the problem is initiated when delinquency is 
an accomplished fact or while it is being solid- 
ified. The second group has contact with the 
child when delinquency may be a_ potential 
threat. The parents, and frequently a physician, 
have intimate contacts with the child in the 
formative years before delinquency or any dis- 
ease, physical or mental, has occurred. It is the 
responsibility of every good citizen to assist in 
the solution of the problem, and the physician is 
singularly qualified to assume active leadership 
in this effort. A pediatrician’s medical education 
and special background for assessment of the 
child’s mental and physical health and his op- 
portunity for a close relationship with the family 
unit afford particular opportunity for service in 
this field. 

It has been stated that delinquency begins in 
the high chair and ends in the electric chair. 
Julius H. Miner, Judge of the Cireuit Court of 
Cook County, Illinois,’ states that what is needed 
most is more enlightened parents to create better 
homes and to take proper care of their children. 
The deplorable conduct of many parents is di- 
rectly responsible for the breakdown of their 
children’s morals and character. 
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Dr. Eleanor 'T. Glueck, Research Associate of 
the Research Project in Delinquency, Harvard 
Law School,® in describing a 10 year study of 
500 delinquents and 500 nondelinquents, states: 
“The delinquents as a group were found to differ 
markedly from the nondelinquents : 

1, Socioculturally, in having been reared to a 
far greater extent than the nondelinquents in 
homes of little understanding, affection, stabil- 
ity, or moral fiber by parents usually unfit to be 
effective guides and protectors ; 

2. Temperamentally, in being more restlessly 
energetic, impulsive, extroverted, aggressive, de- 
structive (often sadistic) ; 

3. In attitude, by being far more hostile than 
nondelinquents, far more defiant, resentful, sus- 
picious, stubborn, socially assertive, adventurous, 
unconventional, nonsubmissive to authority ; 

4, Psychologically, in tending more than the 
nondelinquents to direct and concrete intellec- 
tual expression, and in being less methodical 
than nondelinquents in their approach to prob- 
lems ; 

5. Physically, in being essentially mesomor- 
phic in constitution (solid, closely knit, muscu- 
im”) ~ 

It also was noted that in the homes of delin- 
quents, the ties among the members of the family 
were not nearly as close, the parents were less 
attached to each other and to their children, 
there was less stability in the family, less plan- 
fulness in the management of the home, less 
concern for the well being of the children, less 
of “togetherness” reflected in family group ac- 
tivities. These studies and similar observations 
suggest that effective crime prevention programs 
should include the overall strengthening of fam- 
ily life and, more specifically, the inclusion of 
parents in the treatment of predelinquents. 
Many characteristics found in these children are 
not abnormal in themselves but become so when 
they exist in excess. There can be no absolute 
norms. 

Dr. Lois Barclay Murphy, Menninger Foun- 
dation, Topeka, Kansas,* observed that mental 
health develops when most of the following are 
present : 

1. A good start physiologically, freedom from 
gastrointestinal discomfort, frustrating defects 
in co-ordination, perception, intergration ; 

2. Emotional nourishment ; 
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3. Adequacy of sensory stimuli; 

4, Opportunity for motor development and 
freedom from excessive pressure for perform- 
ance ; 

5. Range of experience ; 

6. Stable relations with mother during the 
period of establishing clear concepts of self and 
other persons ; 

7. Stable respected interests and possessions. 

8. Opportunity to exercise autonomy, initia- 
tive, and industry to achieve mastery over vari- 
ous areas of the environment ; 

9. Feeling supported, accepted, a source of 
pride and satisfaction to parents ; 

10. Opportunity to cope with gradual doses of 
frustration and difficulty ; 

11. Participation in group life with some rec- 
ognizably consistent pattern. 

Establishment of the requisites for good men- 
tal health in a home may be unsuccessful unless 
parents are informed about the relationship of 
poor mental health to juvenile delinquency. Edu- 
cation, through whatever medium or agency, is 
successful only if the parents can be reached. 
Frequently families that need this information 
fail to read available literature and do not attend 
meetings or conferences on the subject. Not in- 
frequently a physician, as the trusted friend and 
counselor of the family, can transmit appropri- 
ate information more successfully in a short in- 
terview than the best planned educational pro- 
gram an agency can convey. 

During both the prenatal counseling and post- 
delivery periods there are opportunities to dis- 
cuss the emotional needs of infants with mothers. 
In a few instances this may be the only occasion 
where the physician has an opportunity to offer 
some guidance relative to emotional stability and 
the physician should extend himself to instruct 
her as fully as time permits. More often, the 
physician sees the child and mother frequently 
during the period of growth, for routine exami- 
nation. Parents should be informed that the aver- 
age child will live within the family circle for 
approximately 18 years and that the develop- 
ment of a socially and emotionally adjusted child 
with whom it is easy to live is to the family’s in- 
terest. They should be advised that society will 
teach many lessons, one way or another, and that 
those lessons are less painful when taught within 
the home rather than by outsiders who are an- 
noyed by the child’s attitudes and deportment. 
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Several popular fallacies about causes of ju- 
venile delinquency have been noted by Dr. 
Glueck. There is no evidence that delinquents are 
physically unhealthy or puny children. Her stud- 
ies suggested that they were in better health than 
nondelinquents, 91 per cent being in good health 
as compared to 88 per cent nondelinquents. 
These observations were based on standard medi- 
cal examinations. There was no evidence that 
emotional illness or glandular disease were more 
frequent in delinquents. The incidence of delin- 
quency was not higher in the families of foreign 
born parents or where the mother works. The 
same can be said of the youngest, or the only 
child or the first born in a family. Half of the 
delinquents studied were less than 8 years old 
when signs of antisocial tendencies first became 
prominent and nine-tenths were less than 11 
years of age. Other authors indicate that 70 per 
cent of adult offenders have been juvenile delin- 
quents. 

Bakwin*® has noted that delinquency is preva- 
lent today despite improvement in the general 
economic level, better housing, slum clearance, 
increased play facilities, and a wider apprecia- 
tion of psychiatric knowledge. The etiology of 
juvenile delinquency is not clear-cut. Inade- 
quacies and failures of the parents and the home, 
church, school and community are known to be 
causative factors, both singly and in combina- 
tion. However, these same precipitating factors 
paradoxically may produce leaders of society 
under similar environmental circumstances. The 
substandard socioeconomic environment gener- 
ally favorable to the development of delinquency 
by no means presages the development of delin- 
quency in any single individual. 

Community effort should be directed toward 
the child under 7 as well as the older groups if 
juvenile delinquency rates are to be reduced. The 
pediatrician and general practitioner have access 
to many mothers and children during the pre- 
school and early school years. In these formative 
years the subject of mental health and delin- 
quency may be discussed with the mother. Emo- 
tional instability in a child and problems of de- 
linquency should be discussed frankly. The 
physician should have adequate information 
about community resources to assist the delin- 
quent and his family. Parents should be advised 
of these available services, and the physician 
should arrange suitable contacts from among 
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them. As the physician instills basic concepts of 
proper diet, sleep habits, and good hygiene, he 
should emphasize the need of the child for love, 
consistent discipline, and recognition. Such serv- 
ice by the physician requires determination, pa- 
tience, and dedication to this responsibility. 

Juvenile delinquency cannot be solved by any 
single group or discipline. It is a civic problem 
that must be met by the combined resources of 
the community and with unity of purpose on the 
part of all participants. The physician has the 
same general responsibilities as any other citizen 
in his community. 

Arthur T. Vanderbilt, Chief Justice of New 
Jersey®, in discussing the five functions of the 
lawyer lists this as the fourth: “In a free society 
every lawyer has a fourth responsibility, that of 
acting as an intelligent, unselfish leader of public 
opinion — I accent the qualities intelligent and 
unselfish — within his own particular sphere of 
influence. In our complicated age, sound public 
opinion is more indispensable than it ever was; 
without it even courageous leadership may fail.” 

Along with other citizens, it is incumbent up- 
on members of the medical profession to partici- 
pate in and assume leadership of numerous proj- 
ects for community betterment. A good 
community may be apathetic in its awareness 
of present day needs. The citizen-physician 
should be informed and familiar with slum clear- 
ance, wage scales, public health and welfare 
measures, recreational facilities, and many other 
matters within the. community. 

Irving Ben Cooper, Chief Justice of the Court 
of Special Sessions of the City of New York’ 
asks how the courts are equipped to handle the 
unending flow of human misery and tragedy, 
and states that: “What judges want to know at 
this point is: 

“Why did he commit his act? Others, some- 
what similarly placed, have not so acted. 

“What was there in his experience to turn him 
criminal ? 

“What of his home, relations with parents, 
siblings, and neighbors? With social institu- 
tions? With peer groups? With friends and 
boon companions ? 

“Who has influenced him? After whom did he 
mold himself? What variety of activities did he 
participate in? 

“What have work, love, marriage, parenthood 
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meant to him and how has he behaved in these 
relationships ? 

“More important, what variety of opportunities 
was open to him? Did he participate in his cul- 
ture and cherish it? Was he proud to be an 
American, a Jew, a Catholic, a Negro? 

“What are his interests? His skills? 
Whom does he love or hate? What were the prov- 
ocations provided by the complainants and by 
the community in which he was reared and 
which set the behavior patterns after which he 
molded himself? What of the cultural and civic 
resources of the neighborhood? The religious 
institutions in which moral values and codes are 
taught? The schools, playgrounds, political 
clubs, public libraries, police, sanitary, and other 
services ? How adequate were they to help the de- 
fendent ? 

“A common factor in most of these cases is 
that, set against the life situation, the criminal 
charge lacks major importance. Where there is 
so much deep-seated misery one additional in- 
crement does not seem to matter too much. The 
life situation may inhere in the defendent’s re- 
lations to his mother or father, his family, tradi- 
tion, his neighborhood associates, the social situ- 
ation of his school or shop or other place of em- 
ployment, the standards of the community as 
these are reflected in the magazines, papers, 
movies, actions of important people, envy of 
others. Treatment involves dealing with all these 
primary causes.” 

A program to curb delinquency must have 
within it the potential of a social crusade that 
will change the attitudes of those involved about 
themselves, their neighbors, and their commu- 
nities and thereby change the face of the commu- 
nity in which those people live. 

Baumgartner and Beck® have designated the 
important components of any program to curb 
delinquency. These include basic prevention, 
early remedial work, treatment, and co-ordina- 
tion. A community planning body, such as a 
Community Welfare Council, should co-ordinate 
a comprehensive program. This body may be a 
division of the United Fund Organization, Com- 
munity Chest, or an unattached group of inter- 
ested citizens. In my own community of Cham- 
paign-Urbana there are numerous groups and 
organizations participating in the Juvenile De- 
linquency program. The Council of Social Agen- 
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cies is an active organization which sparks and 
co-ordinates the program. There are juvenile 
divisions within the sheriff and police depart- 
ments, full-time probation officers, an effective 
city curfew, a newly constructed juvenile deten- 
tion home far removed from the county jail, and 
a co-operative county court. 

In Illinois, the Youth Commission acts upon 
all youngsters adjudged delinquent by the courts. 
The Council of Social Agencies has been instru- 
mental in obtaining the Youth Detention Home, 
the juvenile police services, and the curfew law, 
and has co-ordinated the general program. The 
Council is seeking funds for professional educa- 
tion of police officers and trained personnel to 
work with children in detention. The local need 
for adequate foster homes is under study. Aux- 
iliary agencies and services in the program have 
been a Mental Health Clinic, the Family Service 
Agency, classes for hard of hearing and sight 
saving, special instruction for the mentally re- 
tarded, counseling agencies, improved recreation- 
al programs, and high school youth organiza- 
tions. The vigor of the Boy and Girl Scouts, 4-H 
Clubs, PTA’s, churches and youth groups, 
Junior Police, and Little League have been im- 
portant assets. 

These areas of community life present a multi- 
tude of opportunities in which the physician may 
find a real need for his abilities and interests. 
Prevention, control, treatment, and eradication 
of delinquency cannot be relegated to law en- 
forcement agencies alone; it is total commu- 
nity responsibility in understanding, planning, 
and execution.® 

Therapeutic approaches to the problem need 
continued study. A number of efficacious thera- 
peutic measures are available. The remedial pro- 
cedures usually are similar in every community 
but are individualized to meet the special needs 
and financial resources of the particular com- 
munity. Effective therapy will be largely at a 
local level, using personnel and agencies from 
the community. Public awareness of the prob- 
lem by education is the greatest single force in 
a therapeutic program. 

Juvenile delinquency has increased and the 
severity of the crimes is growing worse. Should 
the delinquency rate remain constant, with the 
growth of population in the United States, by 
1975 the aggregate number of offenders will be 
increased by 90 per cent.?° The physician may be 
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one of the vital forces in instituting community 
awareness of and interest in the problem. He has 
a responsibility in this field both as a citizen and 
a doctor of medicine. 

Acknowledgement is made to Mrs. C. H. Bow- 
man, Chairman of the Committee on Juvenile Delin- 
quency Prevention and a member of the Board of 
Directors of the Council of Social Agencies, Cham- 
paign County, for suggestions in preparation of this 
paper. 
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How many bones in the human face? 
Fourteen, when they’re all in place. 


How many bones in the human head? 
Eight, my child, as I’ve often said. 


How many bones in the human ear? 
Three in each, and they help to hear. 


How many bones in the human spine? 
Twenty-six, like a climbing vine. 


How many bones in the human chest? 
Twenty-four ribs, and two of the rest. 


How many bones the shoulders bind ? 
Two in each; one before, one behind. 


How many bones in the human arm? 
In each arm one; two in each fore-arm. 


How many bones in the human wrist? 
Eight in each, if none are missed. 


How many bones in the palm of the hand? 
Five in each, with many a band. 


How many bones in the fingers ten? 
Twenty-eight, and by joints they bend. 


How many bones in the human hip? 
One in each; like a dish they dip. 
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10. 


How many bones in the human thigh? 


One in each, and deep they lie. 


How many bones in the human knees? 


One in each, the knee-pan, please. 


How many bones in the leg from the knee? 
Two in each, we can plainly see. 


How many bones in the ankle strong? 
Seven in each but none are long. 


How many bones in the ball of the foot? 
Five in each, as in the palms were put. 
How many bones in the toes half a score? 


Twenty-eight, and there are no more. 


And now, altogether, these many bones fix 
And they count in the body two hundred and 
six, 


And then we have in the human mouth, 
Of upper and under, thirty-two teeth. 


And we now and then have a bone, I should 
think, 
That forms on a joint, or to fill up a chink. 


A seasamoid bone, or a wormian we call, 
And now we may rest, for we’ve told them all. 


—Mother Truth’s Melodies—1888. 
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Vasomotion in Large and 


Small Blood Vessels 


Francis J. Happy M.D., Pu.D., Coicaco 


Dr. Robert J. Adolph: It is my pleasure to 
introduce Dr. Francis J. Haddy, who is Assistant 
Professor of Medicine and Physiology at North- 
western University Medical School, and Clinical 
Investigator at the Veterans Administration Re- 
search Hospital in Chicago. Doctor Haddy has 
heen actively interested in measuring vasomotor 
changes in large and small blood vessels for sev- 
eral years and has contributed significantly to 
our understanding in this field. 

Dr, Francis Haddy: The experiments to be 
described were designed to measure the effects 
of a variety of stimuli on systemic vascular re- 
sistance. We believe our investigations show that 
large vessels change size significantly in the in- 
tact circulation. 

The arteriole is currently accepted as being 
the most important vascular segment in the 
maintenance and adjustability of resistance to 
flow in the systemic circulation. However, arter- 
ies and veins also are potentially capable of 
active vasomotion. They are abundantly supplied 
with smooth muscle and nerve endings and when 
exposed, respond to various local physical and 
chemical stimuli with intense constriction. 

This study was initiated in order to determine 
whether significant changes in the diameters of 
large vessels occur in response to a variety of 
physiological stimuli in the intact circuit. Such 
changes, if present, would have important effects 
upon the circulation. For example, it is apparent 
that venous constriction, by increasing resistance 
to blood flow, would increase capillary pressure 
and accelerate the filtration rate of fluid and 
electrolytes into the tissues. On the other hand, 
generalized venous dilatation would increase the 
pooling of blood, diminish venous return to the 
heart, and reduce ventricular filling and cardiac 
output. 

The majority of the experiments to be de- 

Assistant Professor of Medicine and Physiology 
Northwestern University Medical School and Clinical 
Investigator, VA Research Hospital, Chicago. 
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scribed were conducted on the forelegs of an- 
esthetized dogs. Pressures were measured at four 
sites along the length of the vascular bed (Fig. 
1) ; needles were inserted into the brachial artery 


Pump 
or 
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Arterial Segment 
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Figure 1. Schematic drawing showing experi- 
mental arrangement for measurement of small and 
large vessel pressures and blood flow in the dog 
foreleg. 
and the cephalic vein, and catheters 0.5 mm. 
in diameter were threaded distally into a small 
artery of the foot pad and a small vein on the 
dorsum of the paw. Vascular were 
recorded graphically by means of sensitive strain 


pressures 


gauges and amplifiers. The rate of flow was either 
controlled with a blood pump nor measured with 
a flow-meter interposed in the brachial artery 
proximal to the needle. 

The difference in pressure between two meas- 
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TABLE 1 


Av. Gradient 





Calculated Resistance 
Value at rate of flow 
of 100 ml./min. 





Av. Pressure (mm. Hg.) (mm. Hg.) (mm.Hg/ml./min. ) 
large artery - A ARE Fae 2 ATEG rial SOMIEN IE) 05/50 set sisre ease cesieaareraaysie cewels 0.25 
small artery 75 
ER ee re Pee O1'...4emall\ vessel isemment) > daos. ..35645...doc sie Be ccte 0.61 
small vein 14 
a0; MCVONOUNS SERMEAE) wie. bias sca ce oda masbte 0.10 


large vein 





uring sites is the pressure gradient (P;.P2). 
This value was measured for the entire vascular 
bed, and the individual arterial, small vessel, and 
venous segments. Since the rate of flow (I) is 
known at all times, a resistance value (r) may 
be calculated from the formula P,;.P.=rI or 
r=P,.P./I. For example, in the dog’s foreleg 
the average pressures obtained in the brachial 
artery, small artery, small vein, and cephalic 
vein were 100, 75, 14, and 4 mm. Hg. respec- 
tively. The pressure gradients in the arterial, 
small vessel, and venous segments are 25, 61, and 
10 mm. Hg. (ef. Table 1). The resistance value 
for the arterial segment at a flow rate of 100 
ml./min. would then be 25/100 or 0.25 mm. 
Hg/ml./min., and resistance values in the other 
segments would be computed similarly. 


An increase in calculated resistance was as- 
sumed to indicate vasoconstriction and a de- 
crease was assumed to indicate vasodilatation. 
These assumptions are strictly valid when the 
rate of flow is constant and probably are valid 
even when it is not. 


Vessels may change size passively. For ex- 
ample, when flow was elevated with the pump, 
pressures increased in all segments. Calculated 
resistance decreased in all segments, presumably 
due to passive distention of the vessels ; converse- 
ly, a decreased flow rate produced increased re- 
sistance in all segments probably as a result of 
passive constriction as pressures fell. 


Active dilatation-of all segments can be pro- 
duced by injection of certain substances into the 
brachial artery. Among these substances are 
acetylcholine, papaverine, aminophylline, and 
Mecholyl®. While the brachial artery pressure 
remained constant, two micrograms of acetyl- 
choline increased blood flow and small vein pres- 
sure and greatly decreased small artery pressure. 
At a constant flow rate, a constant acetylcholine 
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infusion caused diminished pressures and calcu- 
lated resistances in all segments. Since resist- 
ances decreased in the presence of falling pres- 
sures, the active nature of the dilatations is 
established. 

Increased body or environmental temperature 
and increased potassium, magnesium, or sodium 
concentrations also produced active dilatation, 
primarily in the small vessel segment. Denerva- 
tion had a similar effect, and Regitine® infused 
into the denervated leg caused further active 
small vessel. dilatation and occasional active ar- 
tery dilatation as well. The Regitine effect pre- 
sumably is due to destruction of circulating and 
locally released epinephrine and norepinephrine. 

Active constriction of all segments can be pro- 
duced by 1-norepinephrine. With _ brachial 
artery pressure maintained constant, intra-arte- 
rial injection of norepinephrine decreased the 
flow rate and increased markedly small artery 
and small vein pressures. When 1-norepinephrine 
was constantly infused into the brachial artery 
with the rate of blood flow maintained constant, 
pressures in large and small arteries and small 
veins rose, and calculated resistance increased in 
all segments. The active nature of the constric- 
tions is indicated by the fact that resistances 
increased in the face of rising pressures. Using 
these techniques, Stead demonstrated venous 
constriction and greatly increased small vein 
pressures in humans receiving norepinephrine. 

Active constriction of all segments also is 
produced by exposure to cold, and constriction 
of the small vessel segment occurs by increasing 
serum calcium concentration. Section of the vagi 
causes active small vessel constriction and less 
regularly, active arterial constriction probably 
by producing a generalized sympathetic dis- 
charge. Kelly and Visscher have shown that 
faradic sympathetic nerve stimulation constricts 
the small vessel and venous segments. 
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Certain stimuli result in combined active and 
passive changes in resistance. At a constant flow 
rate, commercial epinephrine caused active small 
vessel segment constriction concomitant with 
passive artery dilatation, the latter due to in- 
creased intraluminal pressures. The decreased 
calculated resistance in the artery segment, how- 
ever, was less than would be expected from in- 
creased pressure alone, indicating that epine- 
phrine also tends to constrict arteries. Another 
example of combined active and passive changes 
in resistance is venous obstruction which pro- 
duces active small vessel constriction and pas- 
sive artery and vein dilatation. Since, in the 
absence of nerve function in the limb, venous 
obstruction induces dilatation in the small vessel 
segment, the constrictor response has been called 
the “veni-vasomotor” or “venous-arteriolar” re- 
flex, and Burton has suggested that this reflex 
may account for the spasm reported by surgeons 
in association with thrombophlebitis or venous 
obstruction. 

It was surprising to find that some stimuli pro- 
duce changes in resistance that are active but 
of opposite direction in the various segments. 
Exposure to a temperature of 0° C. caused ac- 
tive constriction of all segments, but on warm- 
ing to room temperature the small vessel seg- 
ment immediately dilated while in some instances 
the veins and arteries continued to constrict. 

Stead and Wallace have reported small 
vein pressures as high as 40-50 mm. Hg. in 
humans during cold exposure. Reduction of CO2 
tension and hydrogen ion concentration by hy- 
perventilation produced active artery dilatation 
and active small vessel constriction. Opposite 
effects were produced by breathing 20 per cent 
CO2. 

The most striking example of active changes 
in opposite directions is that produced by sero- 
tonin, which caused marked active artery and 
vein constriction. However, small vessels actively 
dilated. The total effect was little change in 
resistance to flow through the limb. These find- 
ings may explain how serotonin produces pecul- 
iar skin color changes without predictable blood 
pressure changes when injected into intact ani- 
mals or man. Numerous investigators have noted 
that administration of serotonin produces un- 
predictable changes in systemic arterial blood 
pressure. Page and McCubbin observed that the 
direction of change seemed to be related to the 
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pre-existing level of neurogenic vasoconstrictor 
tone. They noted depressor responses in neuro- 
genic hypertensive dogs and pressor responses in 
dogs that were hypotensive because of suppressed 
nervous activity. 

Our findings may explain this unusual action 
of serotonin. Administration of serotonin, when 
total resistance was high, resulted in lowering 
of total resistance. If maximal small vessel dila- 
tation was produced by nerve section, serotonin 
injection increased total resistance. The effect 
of serotonin on blood vessels is interesting and 
peculiar. How it causes arteries to constrict while 
simultaneously dilating arterioles is not known. 
It may dilate the arteriole in part through antag- 
onism of norepinephrine. High concentrations 
of potassium or histamine behave somewhat like 
serotonin. Histamine’s affect upon the venous 
segment is, however, more pronounced than that 
of serotonin. Histamine, in high concentrations, 
is the most potent venous constrictor we have 
yet observed. Its ability to dilate small vessels 
is equal to that of serotonin but it has less ability 
than serotonin to constrict arteries. 

A separate study of the venous segment was 
performed, using local anesthesia. The average 
large and small vein pressures were not signifi- 
cantly different from those in anesthetized ani- 
mals. When recorded over a long time period, 
wide spontaneous changes in small vein pressure 
were recorded without changes in large vein 
pressure. Unanesthetized animals with surgically 
induced pulmonic stenosis and tricuspid insuffi- 
ciency with or without chronic congestive heart 
failure had, on the average, higher pressure 
gradients in the venous segment than did normal 
animals, suggesting moderate venous constric- 
tion. Four edematous extremities studied were 
found to have high venous gradients. Normal 
dogs also had high venous gradients following 
exercise. Flow rate could not be measured in 
these animals. However, the previously described 
experiments showed little change in venous 
gradient with large variations in flow. This sug- 
gests that the increase in gradient in unanesthe- 
tized animals is due to active venous constric- 
tion. A study of the venous system in humans 
is in progress. Only minor spontaneous variations 
in small vein pressures have been observed, but 
it has not always been possible to advance the 
catheter as far distally in the human as in the 
dog. 
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We feel these studies demonstrate that macro- 
scopic arteries and veins may contribute signifi- 
cantly to the maintenance and adjustability of 
resistance to blood flow in the dog limb. Further- 
more, it is seen that arteries, small vessels, and 
veins function as independent resistances. Their 
calibers may change in the same or opposite di- 
rections. 

Changes in large vessel caliber are important 
because they produce changes of flow rate, vol- 
ume, and pressures. Changes in venous caliber 
result in variation of venous volume and, there- 
fore, cardiac filling as well as changes in pressures 
that influence fluid and electrolyte transport 
across capillary membranes. Active venous con- 
striction has been observed to elevate small vein 
pressure to as high as 50 mm. Hg. The resulting 
increase in capillary pressures produces a net 
fluid loss into the tissues. High concentrations 
of histamine produce massive pitting edema with- 
in 15 minutes. Further knowledge about venous 
resistance and small vein may shed 
light on edema production and tissue water stor- 
age. Changes in artery caliber probably do not 
influence blood volume distribution as acutely 
as do variations in venous caliber, but they great- 


pressure 


ly influence capillary pressures.) 

Dr. Adrian Ostfeld, Assistant’ Professor of 
Preventive Medicine: Have able to 
measure the effect on small vessel resistance of 


you been 
constriction of a single small vein? 

Dr. Haddy: We have performed our studies on 
the whole arm. However, Burton has distended 
single vein segments. He observed a decrease in 
flow rate presumably due to reflex arteriolar con- 
striction resulting from the veni-vasomotor reflex. 

Dr, John Frenster, Instructor in Medicine: 
Does an active change in diameter occur in the 
veins proximal to the antecubital fossa? 

Dr. Haddy: We have not studied these veins 
but the studies of others indicate that it may 
occur, 

Dr. David Gellman, Research 
Medicine: Was thé venous flow measured direct- 
ly, or was it assumed to be equal to the arterial 


Assistant in 


flow ? 

Dr. Haddy: It was assumed that, in a state 
of equilibrium, outflow would equal inflow. 

Dr. Gellman: I wonder if, under conditions 
of increased capillary pressures, loss of fluid may 
be great enough to decrease outflow ? 


110 


Dr. Haddy: 1 do not believe that fluid loss 
would be enough to influence calculation of re- 
sistance significantly. 

Dr. Gellman: Do not the formulae for resist- 
ance caleulation in large vessels assume a Neu- 
tonian fluid with nonpulsatile and streamline 
flow ? 

Dr. Haddy: No. One may make resistance cal- 
culations with any kind of fluid and under any 
conditions of flow. It is true, however, that inter- 
pretation of a resistance change becomes more 
complicated when a nonhomogeneous fluid is 
used. We know that in the smaller vessels the 
red cells tend to collect toward the center and 
the plasma toward the outside of the stream as 
the velocity of flow is elevated. This theoretically 
would alter the viscosity and influence the resist- 
ance independently of changes in vessel caliber. 
We attempt to avoid this by making resistance 
calculations only when flow rate is constant. 

Dr. Gellman: Should not flow rate be meas- 
ured in mm./min. instead of volume/iminute ? 

Dr. Haddy: A constant volume rate of flow is 
adequate for our purposes. Under this condition, 
velocity will change only if preceded by a change 
in vessel caliber. A change in calculated resist- 
ance then will have been initiated by a change 
in caliber, Certainly, once a change in caliber 
has occurred, it is theoretically possible that the 
change in calculated resistance will be modified 
towards the control value by changes in vis- 
cosity. It is my opinion, however, that dynamic 
changes in viscosity are less important in deter- 
mining resistance than some investigators would 
have us believe. We have found little difference 
in the slopes of pressure flow curves with dex- 
tran or blood in dead legs. Levy’s studies lead to 
the same conclusion. Rennie has been unable to 
demonstrate resistance changes when perfusing 
blood at different rates through very fine capil- 
lary tubes made of glass. 

Dr. Harry Bliss, Assistant Professor of Medi- 
cine: The validity of these calculations relies on 
the preparation being in a steady state. If there 
is venous constriction, then I would expect out- 
flow to be less for a period of time. 

Dr. Haddy: We mainly use constant infusions 
of drugs and after about five minutes the pres- 
sures have leveled off. We then probably have es- 
sentially a steady state. 

Dr, Bliss: 1 wonder if, in certain cireum- 
stances, there might be a shunt around the small 
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vessel segment due to arteriovenous anasto- 


moses ? 
Dr, Haddy: Certainly, there are arteriovenous 


anastomoses, but they are smailer than the small 
vessel catheters. he small vessel segment in- 
cludes all vessels less than 0.5 mm. in diameter. 


Medico-Legal Aspects of Treatment 


in Automobile Accidents 


Mr. WALTER L. OBLINGER, SPRINGFIELD 


hat duty, if any, does the physician owe 
the general public to render emergency 
treatment? Let’s take the situation where a 
physician happens by an automobile accident or 
he is interrupted at a theatre by the call, “Is 
there a doctor in the house?” In general it can 
be said that he owes no legal duty to aid others 
even though he may realize that the victim is in 
great peril. No matter how unreasonable or mor- 
ally reprehensible his refusal may be, there is no 
legal duty. To be a legal duty, there has to be a 
relationship between the parties. This relation- 
ship, so far as the physician is concerned, usually 
arises by way of contract either express or im- 
plied. If a man is dying and might be saved, a 
physician is under no legal duty to respond. 
However, the situation is different where one 
prevents another from aiding the victim. In the 
situation referred to above let us assume the phy- 
sician stops his car at the accident scene and in- 
terferes with attempted first aid. If he says, 
“You are not doing that right. What are you 
trving to do, kill him?” and thereby persuades 
those rendering first aid to desist. “One who 
without a privilege so to do intentionally or 
negligently prevents a third person from render- 
ing assistance, be it gratuitous or otherwise, to 
another is liable for injury caused to that other 
by the absence of the aid which he has prevented 
the third from giving.” Metallic Compression 
Associate Counsel, Illinois State Medical Society. 
Presented at the Postgraduate Conference, Illinois 
State Medical Society, Mattoon, April 17, 1958. Special 
guests were members of the Coles-Cumberland County 
Bar Associations. 
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Casting Co. v. Fitchburg R. Co., Sup. Jud. Ct. of 
Mass., 1872, 109 Mass. 277, 12 Am. Rep. 689; 
Concordia Fire Ins. Co., v. Simmons Co., Sup. 
Ct. of Wise., 1918, 167 Wis. 541, 168 N.W. 199. 

What about the situation where a physician is 
called and he promises to come immediately or at 
a stated time and fails to show up? Does he in- 
eur any liability? The general rule appears 
to be that one who undertakes to do an act for 
another, without reward, is not answerable for 
omitting to do the act, and is responsible only 
when he attempts to do it, and does it amiss. 
See Prosser On Torts, sec. 32, p. 192 et seq.; 
also Bohlen, The Moral Duty to Aid Others as a 
Basis of Tort Liability, 1908, 56 U. Pa. L. Rev. 
217, 221. In other words, he is responsible for 
a misfeasance but not for a nonfeasance even 
though special damages are averred, yet the 
court held in the case of Gerken v. Plimpton, 70 
NYS 793, that a physician will be liable where, 
having notified the patient he will be absent for 
a specified time, he remains away longer and in- 
jury results from lack of treatment during that 
time. 

On what basis might the doctor he held where 
no prior physician-patient relationship existed ? 
The courts might hold that a promise to come 
is an assumption of a duty and a circumstance 
upon which the physician might perceive that 
the patient would rely. Prosser, ibid, indicates 
that this is a twilight’ zone and that during the 
last century liability for nonfeasance has been 
extended beyond contract to a limited group of 
relationships, in which public sentiment and 
views of social policy have led the courts to find 
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a duty of affirmative action. Prosser issues a 
warning to the medical profession in his state- 
ment, “It is not likely that this process of ex- 
tension has ended.” 

Malpractice arises out of the relationship of 
the physician and his patient. First aid may be 
rendered in an emergency without the establish- 
ment of the relation of physician and patient, 
and the only duty devolving on the physican in 
such circumstances would be to use ordinary care 
in administering such treatment. See Medical 
Malpractice, Regan, p. 31; and Birmingham 
Baptist Hospital v. Crews (Ala.), 15% So. 224, 
where the court held that the rendition of emer- 
gency treatment did not constitute acceptance of 
a patient. It would appear that the duty imposed 
on the physician under this situation has a di- 
rect relationship to the exigencies of the case. 
The courts apparently—as a matter of public 
policy—have recognized that it is socially de- 
sirable that physicians render first aid in emer- 
gencies without incurring undue liability. Illi- 
nois recognizes this doctrine. See Ritchey v. 
West, 23 Ill. 385 which holds that where serv- 
ices are rendered gratuitously, a physician and 
surgeon is liable only for gross negligence. 

The relationship of physician and patient is 
said to begin when the physician responds to the 
express or implied request that he attend the 
prospective patient and undertakes to render the 
service required of him. It ends only when the 
patient no longer needs the professional care, 
or when the physician is otherwise properly re- 
lieved of his obligation. See Lawson v. Conway 
(W. Va.), 16 S.E. 564; Ricks v. Budge, (Utah), 
64 Pac. (2d) 208; Hopkins v. Heller, 59 Cal. 
App. 447; Taylor v. DeVaughn (Cal.), 266 Pac. 
960. 

Once having entered upon the relationship 
how can a physician legally get rid of it? Sup- 
pose he simply stays away from the patient? 
The case of Knowlles v. Kinton, et al., (Colo.) 
263 Pac. 26, held that a physician cannot dis- 
charge a patient and relieve himself of responsi- 
bility for the case by simply staying away with- 
out notice to the patient. What about that no- 
tice? Can the physician abandon a patient at a 
critical stage by walking out? A physician or 
surgeon who leaves or abandons his patient in 
a critical stage of disease, without reasonable no- 
tice to enable the patient to secure another medi- 
cal attendant, when giving of such notice is 
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reasonably possible, is guilty of culpable derelic- 
tion of duty, and if damages are occasioned 
thereby, he is liable therefor. See Stohlman v. 
Davis (Neb.), 220 N.W. 247. 

What if the physician procures another physi- 
cian who subsequently turns out to be less quali- 
fied or experienced? In the case last cited the 
court held that the substitution of a much less 
experienced physician by the physician engaged, 
whose condition prevents the rendition of further 
services, without notifying the patient so as to 
enable him to select another physician, is in ef- 
fect an utter abandonment of the case. 

When does the physician’s duty to the patient 
cease? What about the surgeon who performs an 
operation? Can he go off on a vacation as soon 
as he leaves the operating room? The case of 
Gross v. Partlow (Wash.), 68 Pac. (2d) 1034, 
is authority for the holding that a physician or 
surgeon, on undertaking an operation on a pa- 
tient, is not justified in ceasing to attend the pa- 
tient after operation while further care and 
treatment are necessary. 

The physician’s duty to the patient may be 
terminated at any time by his being discharged 
by the patient. He may withdraw from the case 
but only after reasonable notice has been given 
the patient and when there is reasonable op- 
portunity to fill his place. What is fair notice 
depends upon the circumstances of each case. 
Burnett v. Layman (Tenn.) 181 8.W. 157. 

What is the nature of the duty imposed on 
the physician? In the code of Hammurabi, Baby- 
lon, about 2250 B.C. the law imposed an in- 
surer’s liability on the physician of that day. “If 
a physician make a deep incision upon a man 
with his bronze lancet and destroy the man’s 
eye, they shall cut off his hand.” Regan, Medical 
Malpractice, p. 34. 

It is well settled that the physician, surgeon, 
or dentist does not, in the absence of special 
contract, impliedly warrant the success of his 
treatment or operation. See Knowles v. Blue 
(Ala.), 95 So. 481, Bowers v. Santee (Ohio), 
124 N.E. 238. In the absence of express contract, 
he is not held to be a warrantor or guarantor of 
a good result. See Dunn v. Beck (Mont.), 260 
Pac. 1047. 

In Illinois the degree of care expected of a 
physician is well settled and may be stated to 
be reasonable and ordinary skill and diligence. 
McKee v. Allen, 94 Ill. App. 147. A more recent 
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case, Holden v. Stein, 38 N.E. 2d, 378, defines 
the duty this way, “A physician is bound to 
exercise reasonable skill such as physicians in 
good practice ordinarily use in a similar case in 
the same locality.” 

In the situation where local physicians will 
not express an opinion can counsel bring in a 
physician from another community such as the 
city of Chicago to testify? The case last cited 
and the case of Schireson v. Walsh, 187 N.E. 
921, 354 Ill. 40, holds that a physician and sur- 
geon must possess and use only that reasonable 
skill such as physicians in good practice ordi- 
narily use and would bring to a similar case in 
the same locality. Also see Weintraub v. Rosen, 
93 F. 2d. 544. 

It would appear, therefore, that the standard 
of care expected of physicians varies from place 
to place and what might be considered ordinary 
care in a medical center of Chicago would not 
necessarily serve as a standard in a smaller com- 
munity. The reasonable and prudent man test, as 
applied to the ordinary negligence case, does not 
apply to the medical community—at least, it 
must be modified to conform to the standard of 
medical care in the particular community. Will 
the circumstance that a physician cannot be ob- 
tained in the locality to testify in order to es- 
tablish the standard of medical care prevent 
counsel from establishing this element of his 
case? The case of Hoover v Goss (Wash.), 97 
Pac, (2d) 689 holds that the duty can be shown 
by establishing the ordinary degree of skill and 
learning commonly possessed by reputable physi- 
cians in the same general line of practice, either 
in the same locality or similar localities. 


RES IPSA LOQUITUR 


A study of malpractice cases presented in the 
courts across the land seems to point up a com- 
mon error made by lawyers generally in applying 
this doctrine. The tendency is to evaluate the 
result in a particular case and then work back- 
wards. The patient receives an X-ray burn, com- 
plications set in after a serious operation, or 
some part of the body becomes paralyzed. The 
patient or his family blames the physician and 
runs to an attorney. The attorney, following the 
precept that for every injury there must be a 
remedy, thinks the physician guilty of negli- 
gence. The truth is, the law recognizes that the 
practice of medicine is not an exact science and 
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that the physician is not an insurer of guaran- 
tor of a result. See Olander v. Johnson, 258 Il. 
App. 89. 

What the lawyer has to do in evaluating his 
cases is to re-create the situation, to re-enact the 
operation, the diagnosis, and treatment and ap- 
ply the test of ordinary care. Setting aside the 
question of assumption of the risk, he must ask 
himself, could the result have been anticipated ? 
In what manner did the physician violate pre- 
vailing concepts of good practice? This is not 
always easy. But, except in unusual circum- 
stances, the courts are going to require that the 
plaintiff establish by competent medical testi- 
mony that the physician — in the light of the 
existing circumstances and as judged by the pre- 
vailing standard of medical care—violated con- 
cepts of good practice. 

The courts have held that the physician is not 
an insurer of the safety of his patients from 
dangerous agencies employed, such as X-ray, 
electricity, radium, surgical instruments, poison, 
and anesthetics. See Nivon v. Pfahler (Pa.), 
124 Atl. 130 and that a physician is not liable 
for mere failure to cure, see Merryman v. Bunch 
(Tenn.), 145 S.W. (2d) 559. 

When, then, does the doctrine of res ipsa loqut- 
tur apply? Basically the doctrine is this: Negli- 
gence may be proved by circumstantial evidence, 
where : 

(a) the accident is of a kind that ordinarily 

does not occur in the absence of someone’s 

negligence, and 

(b) it is caused by an instrumentality within 

the exclusive control of the defendant, and 

(c) the possibility of contributing conduct that 

would make the plaintiff (patient) responsible 

is eliminated. 

See Prosser on Torts, sec. 43, p. 291. For a 
good discussion of the problem see J.A.M.A. 
163 [12]: 1055. 

Here, the court often does not need the testi- 
mony of a medical expert to establish negligence 
or a breach of the duty. Testimony of a layman 
is sufficient. In the case of McLeod v. Hicks 
(N. Car.), 164 SE 617, the court held that the 
testimony of a layman with respect to the loca- 
tion of an incision or wound on the exterior of 
the body is entitled to the same weight as that 
of an expert witness. Where a patient proved that 
that incision was closed over a lap sponge used 
in abdominal operation, expert testimony con- 
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cerning negligence of the operating surgeon was 
unnecessary. See Funk v. Bonham (Ind.) 183 
N.E. 312. It is common knowledge that removal 
of a portion of the soft palate and of the uvula 
is not part of a tonsillectomy. See Thomsen v. 
Burgeson (Cal.), 79 Pac. (2d) 136. 


CORONER CASES 


Does the attending physician in an accident 
case have any responsibility so far as notifying 
the coroner when the victim dies? The new 
coroner act, drafted and offered by the Illinois 
State Medical Society with the co-operation of 
the Illinois Coroners Association, which went 
into effect on July 5, 1957, provides under sec- 
tion 10.6 thereof, as follows: 

“Every law enforcement official, funeral di- 

rector, ambulance attendant, hospital director, 

or administrator or person having custody of 
the body of a deceased person, where the death 
is one subject to investigation under Section 

10 of this Act, and any physician in attend- 

ance upon such decedent at the time of his 

death, shall notify the coroner promptly. Any 
such person failing to so notify the coroner 
promptly shall be guilty of a misdemeanor, 
unless such person has reasonable cause to 
believe that the coroner had already been so 
notified.” See Chap. 31, Ill. Rev. Stats., 1957. 


TESTIFYING IN COURT 


We shall not here discuss the distinction be- 
tween the testimony of what I like to refer to as 
an “occurrence witness” as opposed to that of an 
“expert witness.” The problem that gives rise 
to more confusion and friction between the medi- 
cal and legal professions than any other is 
whether the doctor may be compelled to testify 
at all and if so, is he entitled to a fee over and 
above that given the ordinary witness. 

What is the law? If the physician is an “oc- 
currence witness” — i.e. if he sees the patient 
at the time of the accident or treats him sub- 
sequently, he is required to testify concerning 
the facts in his possession. Once he takes the 
stand may he be required to answer questions 
calling for his opinion as an expert, even though 
he has not been compensated for such services ? 
The general rule is that an expert witness is not 
entitled to extra compensation for testimony he 
may be required to give under an ordinary sub- 
poena — that is, for testifying to facts within 
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his knowledge — although it may have required 
professional study, learning, or skill to ascertain 
these facts. There are two exceptions to this rule. 
The first exception: When the witness is obli- 
gated to perform such special tests, examinations, 
and inspections before testifying, he may arrange 
to be paid for such services. The second excep- 
tion: When there is a specific statute relating to 
expert witness fees, he may receive any amount 
thereby allowed. But under no circumstances is 
an agreement for extra compensation of either 
ordinary or expert witnesses valid if it is con- 
tingent upon the outcome of the lawsuit. 

All citizens owe a duty to aid in the adminis- 
tration of government and thus may be com- 
pelled to appear and testify in court, even in the 
absence of a statute providing for specific com- 
pensation. The administration of justice is a 
source of mutual benefit to all members of a 
community. Each citizen’s time in so testifying 
may be claimed by the public as a tax paid by 
him to that system of law which protects his 
rights as well as those of his fellows. The Doc- 
tor & The Law, Vol. 1, No. 3, dated January, 
1958, Callaghan & Co., Chicago. 

Illinois cases in point are Wright rv. People, 
112 Ill. 540, which involved the refusal of a 
doctor to give an opinion as to the cause of symp- 
toms discovered in a patient without payment 
of an expert’s fee; Diron v. People, 48 N.F. 
108, 168 Tll. 179, and North Chicago St. R. Co. 
v. Zeiger, 54 N.E. 1006, 182 Ill. 9, which cases 
held that a physician subpoenaed as an expert 
witness may be punished for contempt for re- 
fusing to testify, even in a civil case, though no 
compensation greater than that allowed an or- 
dinary witness has been paid or promised him, 
the fees specified in the statutes being the only 
fees provided for by law. The most recent case 
in Illinois is the case of Commissioners of Lin- 
coln Park v. Schmidt, 69 N.E. (2d) 869, 395 
Ill. 316, which held that a witness can be com- 
pelled to testify despite his objection that he is 
entitled to be paid on the basis of being an 
expert. 
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The Physician and the 
School Health Programs 


W. L. CrawrFrorp, M.D.* Rockrorp, aNp W. W. FuLLERTON, M.D., SPARTA 


At the meeting of the Council of the Lllinois 

State Medical Society, May 20, 1958, it was 
suggested that an article be published in the 
Illinois Medical Journal stressing the attitude 
of the physician toward school health programs. 
This was referred to the Committee on School 
Health. 

The Committee on School Health feels it is 
the duty of every physician to co-operate with all 
school health programs at the local level; 
medical guidance for these programs should be 
provided wherever and whenever possible. 

A Joint Committee on Health and Education 
has been working to revise and improve our su- 
pervision of the school child’s health. Various 
members of the Committee on School Health 
have represented the society at meetings on the 
Joint Committee. The following report was pre- 
sented by the Committee on School Health and 
accepted at the annual state meeting. It will give 
a good framework of reference of the mutual 
attitude of the medical profession and of the 
school health program toward each other: 

Every school should have a school health 
committee with at least one physician as a mem- 
ber. A county advisory school health council will 
improve co-ordination. Every medical society 
should have a school health committee or one 
physician to serve as liaison with the school sys- 
tem. The committee or physician should develop 
broad understanding of the school’s program, 
services, and facilities so that full interpretation 
can be given to other members of the county 
medical society to enable them to establish poli- 
cies, 

I. Appraisal of health status: 

(A) The responsibility for the health of the 

child rests with the family. 

(B) A physical examination should be com- 

pleted by a physician every four years, when 

a child transfers from one school to another, 

or following severe illness or accident. The 





*Chairman of the Committee on School Health. 
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examination should be carried out by the 
family physician. This gives an opportunity 
for the physician to render health education 
as well as to counsel the family and child. He 
should encourage follow-up for correction of 
remediable defects. If the family is unable to 
bear the full cost of continued medical care, 
referral should be made to proper agencies in 
or visiting the community. 

(C) A continuous health record should be 
kept in the school for each child and it should 
include all recommendations for follow-up of 
any defects found. 

(D) These records should be reviewed by the 
teacher and the health service and recom- 
mendations followed. Information from the 
records should be used for teacher-parent or 
nurse-parent conferences in which the child’s 
needs are interpreted and questions answered. 
Caution should be used in matters where in- 
formation should be kept confidential for 
protection of the individual. A copy of the 
health record should accompany the child 
when he transfers to another school. 


(E) The teacher or nurse should be alert to 
observe physical defects or abnormal behavior 
patterns and refer the family to the physician 
when indicated. Height and weight should be 
measured at regular intervals to give a picture 
of the child’s growth and development. Nu- 
trition should be considered. Use of grids may 
assist the teacher or nurse in following the 
child’s physical development. 

(F) Vision and hearing screening tests are 
recommended, with referral to the family 
physician or clinic of those needing follow-up. 
(G) The physician should identify the severe- 
ly handicapped child and recommend proper 
treatment for maximum rehabilitation. He 
should make detailed recommendations re- 
garding the capacity of the handicapped child 
for participation in the education program. 
(H) It is recommended that all school per- 
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sonnel have a pre-employment examination the use of aspirin or similar drugs is to be dis- exan 
and regular employment examinations no less couraged. fami 
frequently than every two years. The annual (C) The first aid policies should be developed matt 
chest X-ray is- recommended. in co-operation with the medical society or its the | 
(I) Examination should be given school per- __ Tepresentatives. A plan should be developed, avai 
sonnel exposed to special risks. perhaps by arrangement with a nearby hospi- 
(J) Food handlers should receive, in addition tal, to provide Cone gemey medical care in — 
to the pre-employment examination, an annual _—-f sudden illness or accident, when the family 
examination with special consideration of physician is not available. 
their type of employment. (D) It is well for the medical profession to 
YE Penton ‘aid Contes) Ff Dincase. maintain liaison with the school engineer, 
OO) EEE RT Oe a aren seers nanan daenvreagine Mage 
munized according to established policies and — — ms “arn a — Sess Pics 
a record of the immunizations given. Boosters edhe: alk “ont cust ‘ . 
and revaccinations should likewise be done and di . a 
sonenaad IV. Physical education. 
(B) Tuberculin testing should be a part of (A) A physical education Pine should be 
the school health program. In some counties designed to help the child ere his health 
it may be sponsored by the tuberculosis asso- sacough: the selection of activities suited to 
ciation. Positive reactors should have immedi- his individual capacities. Such ot ate ener 
ate chest X-ray and adequate evaluation and should be under the supervision of a well 
follow-up. qualified physical education teacher. 
(C) Teachers are to be commended for their (5): Exemption from physical education Sa 
alertness in observing changes in the physical should be based upon the actual physical or "| 
died iddabliaid® SA, of Uisie siti als When emotional needs of each individual child; and oe 
deviations are observed, these anand be should be graded as to extent of activity; and se 
aa laa wae d aud troper Ye there should be a time limit on each exemption — 
ETS certificate. bee 
3 : e 
(D) Control of communicable diseases and the (C) aie An oe vor 
determination of whether or not to close a (1) Bt is eaiepowniene fant hedy: compet app 
school in case of an epidemic are best handled park TR a NG aR eles ene | 
ip should be eliminated in elementary school. — 
through public health authorities. Reference ite meets Th 
should be made to the rules and regulations 2) Snel, Seanent eeliiain Ik Rh arnee, 10 
; : ; should be limited to two major sports in any 
for the control of communicable disease issued one school year “ pot 
by the Department of Public Health. a é . Wh 
(E) Certificates for readmission to school fol- pi Bini pean cocoa Mipsis : en sod 
lowing infections or communicable diseases ante bowmnal,dmewnelameradieen ces. 
are recommended. Local policies should be set pressures of tournament play : we tha 
up between school boards and physicians. Such (4) Whenever me athlete hpomiicdiondeen one me 
policies also can relate to the management of a full medical appraisal should be made be- are 
such conditions as scabies, ringworm, and fore the athlete returns to sports. cra 
pediculosis. VY. Environment. int 
III. Emergency and sudden illness. (A) The medical profession points out that foc 
gency p 
(A) Facilities should be established for first environmental factors influence the emotional thi 
aid and sufficient equipment made available and mental health of the child. ap) 
and regularly inspected so that it will be in (B) It is urged that school administrators ter 
good condition at all times. Everyone on the select teachers who are emotionally mature alr 
school staff should have an understanding of and in good health. ph 
the school’s first aid policies, which should be Every medical society should make proper ar- me 
in writing. rangements for care of the medically indigent bai 
(B) Treatment of aches and pains through so that every child can have the benefit of proper pe 
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examinations and immunizations at a cost the 
family can afford. How this is done should be a 
matter for each medical society to arrange since 
the most effective local program will depend on 
available facilities. 


<<< 


Salt appetite 


There can be no question that a salt appetite 
exists both in animals and in man. The herbi- 
vores will travel great lengths to reach salt licks ; 
the carnivores will not. The sodium content of 
the diet of herbivores differs from that of carni- 
vores in having a high potassium-sodium ratio, 
approximating 20:1. A carnivorous diet has only 
about five times as much potassium as sodium. 
The human being who consumes an average of 
10 gm. of salt daily ordinarily will have a 
potassium-sodium ratio of about 1:1 to 1:4. 
What these variations in relative potassium- 
sodium intake mean in terms of physiologic pro- 
cesses is not clear. Since there is no question 
that salt appetites can be induced in a variety of 
mammals, is there evidence that these appetites 
are inborn? I have found no evidence of salt 
craving among persons on drastically reduced 
intakes; many complained of the “flatness” of 
food taste for a few days or weeks, but thereafter 
this was no problem. This suggests that the salt 
appetite was acquired and that among hyper- 
tensives it was not a symptom of the disease and 
among those without hypertension, was not a 
physiologic response to need. Both Stefansson 
and Holmberg reported that among the primi- 
tive groups with which they were associated the 
members disliked salt initially, although they 
could become accustomed to it rapidly. 
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The Committee on School Health urges the 
co-operation of every physician and every medi- 
cal society in improving our school health pro- 
grams. 


>>> 


Thus, what evidence is available suggests that 
the high salt intake of western society is based 
upon induced appetites that are in large part the 
product of social custom rather than inborn 
appetite or physiologic need. This does not mean 
that the custom or appetite will be changed any 
more easily than that of smoking tobacco or 
drinking alcohol, but it seems important to indi- 
cate that salt appetite is not to be equated with 
salt requirement. L. K. Dahl, M.D. Salt Intake 
and Salt Need. New England J. Med. June 12, 
1958. 
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Surface sleuth 


Unlike general physicians, when we dermatolo- 
gists have failed to cure our patient, we cannot 
hand him to the surgeons for removal of the 
offending organ with the confident, cheerful, and 
truthful assurance that he will be made worse 
before he is better. It often is asserted that skin 
patients never get better, that they never die, 
and that the dermatologist never gets up at 
night. In defense of my craft, I can only plead 
that we have no monopoly of incurable patients, 
and that their immortality must do us credit. 
Getting up at night we regard only as a distress- 
ing symptom needing skilled investigation; we 
are proud and thankful that we do not suffer 
from it. R. E. Bowers, M.D. Disappointments 
in Dermatology. Lancet Jan. 4, 1958. 
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CASE REPORTS 





Spontaneous 


WituiaM E. Hitr, M.D., WHEATON, JosEPH 
M.D., Fort Howarp, MARYLAND 


| een in the presence of primary carcinoma 

of the liver**1*1%, spontaneous rupture of the 
liver is exceptional’*”. In 1937, Sciacca®® con- 
cluded that when the liver ruptured with wmini- 
mal cause, the parenchyma probably was abnor- 
mal. A good review of the subject was made by 
Rademaker*’, who reported one case compli- 
cating pregnancy, and 28 cases associated with 
24 various diseases. More recently, Kramish, 
Auer, and Reckler’* presented one patient with 
spontaneous rupture of the liver during preg- 
nancy, and 13 similar cases in the literature. 
The diagnostic difficulties and therapeutic di- 
lemmas occasioned by these patients were aptly 
illustrated in this review. 

Fifty years ago it was pointed out that hemor- 
rhage could cause spontaneous rupture of the 
liver?®, The chain of events leading to rupture 
consisted of infarction; hypervascularization at 
the periphery; rupture of a blood vessel with 
production of a subcapsular hematoma; and 
— when the pressure was great enough — rup- 
ture of the capsule of the liver?®*°. Recently, 
however, Parker*! reported 18 infarcts of the 
liver without rupture in 20,852 consecutive au- 
topsies over a 40 year period. The infarcts were 
associated with diseases of the hepatic artery or 
its branches but involvement of the portal cir- 





Surgical Service, VA Hospital, Fort Howard, Mary- 
land. 


118 





Rupture of the Liver 


M. Mritxuer, M.D., and Mitton GINSBERG, 


culation was not essential for infarction. The 
infarcts usually were subcapsular and small, 
with the largest measuring 8 cm. by 6 em. by 5 
cm. A peripheral zone of parenchymal necrosis 
and a central zone of parenchymal and stromal 
necrosis were present. Degeneration was com- 
plete within three days. Parenchymal regenera- 
tion was not seen. In 13 of the 18 cases, infare- 
tion was due to local causes, consisting of surgi- 
cal ligation of the hepatic artery in six, poly- 
arteritis nodosa in five, and thrombosis of the 
hepatic artery in two instances. The remaining 
five infarcts were caused by emboli to the hepatic 
artery, associated with acute bacterial endo- 
carditis in four and rheumatic heart disease in 
one instance. 

The literature contains reports of spontaneous 
rupture of the liver associated with a great num- 
ber of diseases and conditions. These include 

1. Tumors: Primary carcinoma’:?*?®, meta- 

static carcinoma®**, and hemangioma*?®??. 

2. Toxic infections’: Pneumonia, typhoid 

fever, and malaria‘. 

3. Chronic infections'’: Tuberculous perito- 

nitis and syphilis. 

4. Physiologic states: Pregnancy’, usually 

with toxemia, and in the newborn??. 


or 


. Extrahepatic biliary disease*?’. 
6. Extreme muscular exercise and epilepsy’. 
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?. Medical diseases: Periarteritis nodosa*?* 
and diabetes mellitus**. 

8. Normal liver and minimal trauma®**)?>?7-?°, 

Diagnosis of spontaneous rupture of the liver 
rarely is made except at the operating or the 
autopsy table’?**, Symptoms, signs, and labora- 
tory findings are those of peritoneal irritation 
in the right upper quadrant of the abdomen and 
concealed loss of blood**?’, Pain in the right 
upper quadrant is almost always present; it 
usually is persistent and severe and may radiate 
inferiorly, to the back, or to either shoulder’®. 
Loss of blood results in tachycardia, fairly rapid- 
ly progressing anemia, and surgical shock, de- 
pending upon the type of damage to the liver 
and the rate of hemorrhage. Bradycardia may 
be present due to absorption of bile from the 
peritoneal cavity®'*. The associated primary dis- 
ease may be silent or may be manifested by pro- 
dromal symptoms for which the patient has not 
sought medical attention or is under observation 
or treatment. The clinical course of these pa- 
tients parallels those of the three groups re- 
ported by Wright, Prigot, and Hill**: 

1. Massive rupture producing almost imme- 
diate death. This is rare but has been re- 
ported". 

2. Acute hemorrhage producing progressive 
shock. This is common in spontaneous rup- 
ture?!8 particularly when associated with 
pregnancy**?’, 

3. Repeated small hemorrhages with grad- 
ually progressive or intermittent deteriora- 
tion in condition. This is a common course 
in spontaneous hemorrhage from the liver 
3,8,9,22,24 

4, Spontaneous cure. This has not been re- 
ported in spontaneous rupture of the liver 
so far as could be determined. 

Wright, Prigot, and Hill?* emphasized the 
great diagnostic value of aspiration in all four 
quadrants of the abdomen with a spinal needle. 
Positive results were obtained in 80 per cent of 
the cases with hepatic injury and false positive 
results were not seen. They stated that aspiration 
has not been dangerous in their hands. 

The roentgenographic signs of rupture of the 
liver have been summarized by Kerekes and 
Ewing’. The outline of the liver is lost or dis- 
torted. Due to enlargement of the liver, the 
diaphragm may be elevated, the stomach dis- 
placed to the left or inferiorly, the hepatic flex- 


for September, 1958 


ure of the colon displaced downward, or the 
right kidney displaced downward. Free bloody 
peritoneal fluid is present not infrequently and 
this may contain bile, bile salts, or liver cells**. 
A complete or partial ileus may be found. The 
ruptured liver can be demonstrated roentgeno- 
logically following injection of Thorotrast®*. 
This procedure is of doubtful value except in 
selected instances. 

Early surgery, with suture of the liver, is the 
preferred type of treatment. In some instances, 
a left lobectomy may be indicated, if it is possi- 
ble to do so. Packing the hepatic wound, how- 
ever, may be the only solution to this vexing 
and often unexpected problem. A specimen of 
the liver should always be obtained for biopsy. 

The mortality in patients with spontaneous 
rupture of the liver treated without operation is 
85 per cent**. Even after spontaneous remission 
following a clinically unrecognized rupture of 
the liver, a hematoma, an abscess, or a bile cyst 
may form and require elective surgical treat- 
ment or emergent operation***. Operative mor- 
tality has been in excess of 60 per cent*, but now 
is estimated to be between 25 per cent and 30 
per cent?*. In the series of Rademaker’’, four of 
seven patients reported between 1932 and 1940 
survived following surgical treatment. Specter 
and Chodoff?* have reported control of hemor- 
thage from a tumor metastatic to the liver by 
partial excision of the left lobe of the liver which 
contained the metastasis. The neoplasm probably 
was primary in the right kidney. Because of the 
general condition of the patient, it was not 
deemed advisable to attack the primary lesion at 
that time. Roe’® resected a primary carcinoma 
of the liver manifested initially by rupture. At 
the time of celiotomy for intestinal obstruction 
two years later, evidence of tumor was not found. 
A lacerated liver associated with a perforated 
gall bladder was successfully treated by Hardy 
and Spelman’. Stelter and Petersen** reported 
surgical treatment of a spontaneous rupture of 
the liver with recovery in the presence of known 
diabetes mellitus. 

The patient to be reported prompted an in- 
quiry into the probiem of spontaneous rupture 
of the liver. Trauma in a patient with symptoms 
and signs referable to the peritoneal cavity 
should suggest a differential diagnosis including 
rupture of the liver but the same symptoms and 
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signs, in the absence of trauma, may not suggest 
such a diagnosis. 

A 35 year old white man was admitted to the 
medical service on March 26, 1953, with a chief 
complaint of a severe degree of pain in the right 
upper quadrant of the abdomen of about 16 
hours’ duration. Pain radiated to the right lower 
quadrant. Nausea and vomiting had not oc- 
curred. A mild degree of discomfort in the lower 
thorax and in the epigastrium had been present 
for about two weeks. 


The patient was well developed and obese. The 
skin was pale and slightly damp. Neither skin 
nor sclerae showed abnormal pigmentation. The 
blood pressure was 140/85. He had slight in- 
testinal distention and a moderate tenderness 
and rigidity in the upper quadrant of the abdo- 
men. A mild degree of tenderness was referred 
from the right lower quadrant to the right upper 
quadrant. 

The hemoglobin was 11.0 grams per 100 cc.; 
the red blood cell count 4,050,000; and the 
white count was 8,300 of which 64 per cent were 
polymorphonuclear neutrophilic leukocytes, 1 
per cent polymorphonuclear eosinophilic leuko- 
cytes, and 35 per cent lymphocytes. Urinalysis, 
including a test for urobilinogen, was normal 
except for a trace of albumin. The direct van 
den Bergh test was negative and the indirect van 
den Bergh test was 0.9 mg. per 100 ce. The alka- 
line phosphatase was 11.9 modified Bodansky 
units per 100 cc. The serum amylase was 20 
Somogyi units per 100 cc. Roentgenogram of the 
abdomen showed enlargement of the right kid- 
ney. Electrocardiogram revealed tachycardia. 

The patient was seen on March 26 by the con- 
sultant in surgery who made a diagnosis of acute 
cholecystitis and advised a conservative course 
of treatment. On March 27, pain in the right 
upper quadrant of the abdomen was somewhat 
more severe and a mass was felt there. The pa- 
tient was transferred to the surgical service on 
March 27. A moderate degree of swelling of the 
legs noted on March 28 led to diagnosis of 
phlebothrombosis. The patient said that he felt 
much better on March 29 and would like to eat. 
Swelling in the legs had not changed on March 
30. The icteric index was 44.0 units per 100 cc. 
The prothrombin time was 10.2 seconds with a 
control of 14.2 seconds on March 31. Abdominal 
examination was about the same on April 1. On 


120 








April 2, the patient became pale, apprehensive, 
and seriously ill. A small amount of free fluid 
was present in the peritoneal cavity. The hemo- 
globin was 11.0 grams per 100 ce., the red blood 
cell count 4,380,000 and the white blood cell 
count 27,000 of which 84 per cent were polymor- 
phonuclear neutrophilic leukocytes and 16 per 
cent lymphocytes. The prothrombin time was 
28.4 seconds with a control of 14.4 seconds. 


The preoperative diagnosis was acute chole- 
cystitis. Confirmatory findings included pain 
and its location, rapid pulse rate, rising white 
blood cell count with increasing polymorpho- 
nuclear neutrophilic leukocyte count, and the on- 
set of jaundice. Lack of an elevation of tempera- 
ture commensurate with the clinical severity of 
the apparent acute cholecystitis could not be ex- 
plained. Blood pressure, hemoglobin, and red 
blood cell count had not changed. The diagnostic 
problem was solved by operation. 

The abdomen was explored through a right 
subcostal incision on April 2. About 900 ce. of 
blood were aspirated from the peritoneal cavity. 
The liver was enlarged to about four times the 
normal size and extended to about six em. below 
the right costal margin. The liver was bluish- 
brown and rubbery. It did not contain nodules. 
A laceration about eight em. in length was pres- 
ent on the under surface of the right lobe and a 
second about one em. in length in the left. A 
piece of the liver was removed for biopsy. Gel- 
foam® was placed in the laceration in the right 
lobe of the liver and a pack of gauze inserted and 
brought externally. 

On microscopic examination, much of the liver 
was replaced by a solid growth of rather uni- 
formly appearing malignant mole cells which 
contained a small amount of pigment. Mitotic 
figures were seen frequently. There was much 
accumulation of fat in the central portion of 
the lobules. All the liver cells contained an in- 
creased amount of pentose nucleic acid. Hyaline 
body formation, hyaline necrotic cells, and slight 
brownish pigmentation of the Kupffer cells were 
present. Diagnosis was a malignant pigmented 
mole metastatic to the liver. 

The genéral condition of the patient became 
worse after operation in spite of the administra- 
tion of multiple transfusions of citrated whole 
blood and Arterenol.® The patient died April 3. 

Autopsy was limited to the abdominal cavity. 
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About 1,000 cc. of unclotted and clotted blood 
were present in the peritoneal cavity. The cap- 
sule of the liver was tense with multiple lacera- 
tions in the right and the left lobes, the longest 
being about eight cm. in length. Nodules were 
not present. The liver weighed about 5,560 
grams. The cut section was bluish-brown. The 
entire organ was infiltrated homogenously by the 
tumor. The hepatic, cystic, and common ducts 
were patent. The gall bladder had a thin wall 
and did not contain bile or calculi. The spleen 
had a nodular surface and weighed about 480 
grams. On cut section the nodules were bluish- 
brown and varied from two em. in diameter. The 
remainder of the abdominal viscera were normal. 


COMMENT 


The initial pain experienced by the patient 
was probably due to enlargement of the liver 
and stretching of the capsule. Hemorrhage from 
metastases of the malignant pigmented mole in 
the liver produced the symptoms and signs as- 
sociated with the great change in the condition 
of the patient. It is unfortunate that an exam- 
ination of fundi oculi was not done since the 
primary site of the tumor might have been found 
in one of these sites. 


SUMMARY 


The etiologic factors, clinical picture, and 
prognosis in rupture of the liver are discussed. 
The details are given of a patient who had 
spontaneous rupture of the liver containing me- 
tastatic malignant pigmented mole. 
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Toxic Psychosis 


Due to a Hyoscine Compound 


H. H. Garner, M.D.* and S. MarTINeEz, M.D.**, CuHicaco 


i Sere report deals with a transient, pseudo- 

schizophrenic, toxic reaction due to hyoscine 
aminoxide hydrobromide. The significance of 
this report rests in the fact that the drug be- 
lieved to have caused such a reaction is sold in 
drug stores without prescription, and is adver- 
tised as a preventive for car sickness, to be taken 
safely by adults and children alike. 

Case History: A 10 year old white male was 
brought to the emergency room of Mt. Sinai 
Hospital, Chicago, by his parents. They were 
concerned by his bizarre behavior which had de- 
veloped over the 12 previous hours while visiting 
relatives in the country. The onset was sudden. 
The parents stated that he began to utter silly 
remarks and say goofy things, such as that his 
cousin was after him with a gun in his hand. At 
times he appeared to be terrified and at other 
times, would laugh without apparent reason. He 
also reported having seen jet planes flying in the 
dining room. At bedtime he was unable to fall 
asleep, talked about seeing little animals, be- 
lieved he was in church, and walked around the 
house talking and laughing and asking for water 
to drink. The parents cut short their week-end 
plans and brought him to the hospital at four 
o’clock in the morning. 

On examination, the patient was found to be 
confused. His moods swung from elation with 
inappropriate laughter to hostile or indifferent 
attitudes toward his surroundings. He showed 
disconnected speech and picked on his own and 
the examiner’s clothing. (Behavior similar to 
that exhibited by patients in uremic and other 
toxic confusional states.) He mentioned little 
animals, described visual and auditory hallucina- 
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tions, and carried on a fragmentary conversation 
with an absent cousin. Patient was disoriented as 
to time, place, and person. Significant physical 
findings were: dry skin, flushed face, dry buceal 
mucosa. Heart rate was 120/min., respiration 
28/min., blood pressure 120/85. Neurological 
examination was essentially negative except for 
greatly dilated pupils that reacted only slightly 
to light and convergence. With such symptoms, 
an atropine-like poisoning was suspected. Infor- 
mation was elicited from the parents that the 
patient invariably suffered from car sickness 
whenever he went on a long automobile trip. As 
a rule he was given Dramamine® before departure. 
On this occasion the customary drug was not 
available and the patient was given half a cap- 
sule of Tripamine® upon the druggist’s advice. 
Two hours later bizarre behavior was first no- 
ticed. 

The patient was hospitalized for observation. 
On the ward he continued to exhibit motor excite- 
ment, played with imaginary toys, believed he 
was in an airplane, and addressed the nurses as 
stewardess. At times he would call them sister, 
and believed that his gown’s strings were his 
rosary. The examiner was addressed as Father. 
He was placed under sedation (sodium amytal 
gr. ii every four hours) which failed to have any 
effect upon motor and mental excitement. Lab- 
oratory findings were essentially negative. They 
included urinalysis, CBC, F.T., glucose, serum 
urea, Co2, comb. power, serum sodium, potas- 
sium, chlorides. 

These disturbances of mood, thought, and be- 
havior disappeared 14 hours after admission 
(26 after onset). He had some recollection of 
the onset of his confusional state. He was able 
to recall not being able to see well — he had 
blurred vision and bumped into things — and 
that he was very thirsty. He also wondered about 
his being in the hospital and expressed the de- 
sire to go home. He reacted with some concern 
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about a young female schizophrenic patient in 
the ward who assumed an overprotective mater- 
nal attitude toward him. 

Psychological testing was performed 36 hours 
after the disappearance of symptoms. The report 
reads as follows: “When examined the patient 
was alert, co-operative, and personable. The 
Wechsler Scale for Children, Bender gestalt, 
House-Tree-Person Test, Rorschach, and The- 
matic Appreciation Test were given. In none of 
these tests was there any evidence of any person- 
ality disorder of functional or organic type. 
Intellectual functions and affect were entirely 
within normal limits.” 

Both parents were interviewed spearately in 
order to determine the patient’s life history, 
emotional development, and social adjustment 
immediately prior to his psychotic episode. In- 
formation obtained failed to reveal any disturb- 
ance or maladaptations in adjustment. He had 
an uneventful, benign, normal life history. The 
patient was discharged, fully recovered, 70 hours 
after admission. 


COMMENTS 


The drug believed to have caused the psychotic 
reaction in this case is hyoscine aminoxide hy- 
drobromide, a synthetic scopolamine derivative. 
Together with atropine, scopolamine is described 
by Goodman’ as one of the important alkaloids 
found in the belladona plants, chiefly in the 
shrubs, Hyoscyamus niger, and Scopola carniel- 
ica. Atropine and scopolamine are two of the 
most important drugs of the bella group, from 
the standpoint of poisoning. Unna et al.? de- 
scribes infants and children as particularly sus- 
ceptible to atropine and fatalities have been re- 
ported due to this drug by Morton’. Hughes 
and Clark* reported probably the first cases to 
be described in the Americas as early as 1676, 
giving a detailed account of symptoms. Some 
authors belive that disturbances of mood, 
thought, and behavior are more commonly found 
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with the use of scopolamine. Ford® claims that 
mentally defective children are subject to partic- 
ularly severe reactions on intake of the bella- 
donna alkaloids, although these reactions may 
be found also in normal children. 

In this case, the patient received one half of 
a capsule of Tripamine which contains hyoscine 
aminoxide hydrobromide. He therefore was 
given 0.5 mg. of the drug on the advice of the 
pharmacist, a full capsule being recommended 
as the adult dosage on the printed label. Sensi- 
tivity to the drug may account for the severe 
reaction in this case. Atropine and scopolamine 
do not differ much in respect to symptoms of 
the toxic psychosis they produce. It is said that 
a scopolamine toxic psychosis is followed by a 
depressive picture more often whereas a psychot- 
ic reaction is produced by atropine. In our case, 
after psychotic symptoms disappeared no de- 
pressive clinical picture was found. The only 
complaints which the patient expressed, and 
these for only a few hours, were of thirst and 
blurred vision. 

Comparing the psychotic picture of our pa- 
tient with reports of experimentally induced 
psychoses using D-lysergic acid, one finds some 
difference. Auditory and visual hallucinations 
were present, but they were not bizarre and 
kaleidoscopically full of color as in the D-lyser- 
gic acid psychosis. On the other hand, in this 
type of psychosis, Macdonald and Galvin® de- 
scribe a low incidence of auditory hallucinations. 
In our case auditory hallucinations formed a 
prominent part of the psychotic picture. 
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A Gastrointestinal Problem 


T. C. Larppry, M.D., Cuicaco 


IRST ADMISSION (Sept. 1957): A 21 

year old white male attendant entered the 
hospital because of epigastric pain of six 
months’ duration. It usually occurred just be- 
fore or after meals and lasted from five to 10 
minutes. Recently the pain was not related to 
meals and occasionally awakened him at night. 
For two months he had had a temperature of 
101° to 102° F., and had noted bilateral lum- 
bar pain, frequency, and nocturia (1-2X). Dur- 
ing his illness he lost 10 pounds. Roentgen 
examination on two occasions revealed no ab- 
normality of the gall bladder, or upper and 
lower gastrointestinal tract. 

Past history: Appendectomy at age 5; non- 
paralytic polio at age 7; tonsillectomy and ade- 
noidectomy at age 11, and hemorrhoidectomy at 
age 16. Asthma and allergy to pollens, molds, 
wool, and feathers. 

Physical examination: Temperature 98.2’, 
pulse 80, respirations 16, blood pressure 100/ 
60, height 5’5”, weight 102 pounds. He was not 
in acute distress. The head, neck, and thorax 
were not unusual. The abdomen was symmetrical 
without palpable organs or masses. The Mur- 
phy percussion sign was positive bilaterally. 
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Laboratory examination: Urine: Specific 
gravity 1.017, alkaline, 20 mg. albumin, 5-10 
red blood cells and 10-14 white blood cells per 
high power field; culture — Streptococcus feca- 
lis and E. coli. Blood: 40% hematocrit, white 
count 9,800, differential—72 neutrophils, 16 
lymphocytes, 4 monocytes, 1 basophil, 7 eosin- 
ophils, sedimentation rate 27 mm. per hour, 
NPN 25. Stools: negative for blood, ova, and 
parasites. Roentgen examination of chest and 
intravenous urograms showed no abnormality. 

Hospital course: His temperature fluctuated 
between 99 and 100° F., and pulse between 
80-100. Urologic consultation revealed: Prostate 
of normal size, prostatic fluid with small 
clumps of leucocytes, urethral meatus of small 
size. Urethral meotomy was done and cysto- 
scopic examination revealed an edematous pap- 
illary lesion on the posterior bladder wall. 
Biopsy was done and microscopic examination 
showed organizing acute inflammation of mu- 
cous membrane. The growth of E. coli cultured 
from the urine was inhibited by chlorampheni- 
col. The patient was given chloromycetin and 
after being, afebrile for three days, was dis- 
charged on the 10th hospital day. 

SECOND ADMISSION (Oct. 1957): He 
was re-admitted to the hospital because of per- 
sistence of abdominal pain and urinary symp- 
toms. Abdominal pains increased in frequency, 
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occurred five minutes before meals, became 
worse after eating, and lasted two hours after 
meals. 

Physical examination: Temperature 99.8° F., 
pulse 100, respirations 18, blood pressure 100/ 
64, weight 102 lbs. Examination of the abdo- 
men revealed muscle guarding, but no localized 
tenderness, palpable organs, or masses. 

Laboratory examination: Urine: 80 mg. al- 
bumin, numerous leucocytes, nonhemolytic 
streptococcus. Roentgen examination of upper 
gastrointestinal tract and colon showed no ab- 
normality. 

Hospital course: Cystoscopy again revealed 
an edematous papillary lesion on the posterior 
bladder wall. The surgical report of tissue ob- 
tained at biopsy was inflammatory polyp of 
mucous membrane. Rectal examination with the 
patient under general anesthesia revealed a pal- 
pable mass in the lower abdomen. Proctoscopic 
examination on the following day revealed 
bloody gelatinous material in the rectum which 
was apparently coming from above the level of 
the sigmoid colon. The temperature occasion- 
ally reached 100.2° F. On the 6th hospital day 
a surgical cohsultant noted that the abdomen 
was tense and slightly distended without local- 
ized soreness or masses and a firm mass above the 
prostate on digital rectal examination. Surgery 
was performed on the 9th hospital day. 


CLINICAL DISCUSSION 


Dr. Arthur E. Mahle:* The case today is 
that of a 21 year old white male with an illness 
of about eight months’ duration. The important 
facts in the history and physical examination 
are as follows: Chills and fever, abdominal 
pain with meals, pyuria and dysuria, weight loss 
of 10 pounds, negative gastrointestinal X-rays, 
and negative I-V pyelogram, muscle guarding 
without abdominal tenderness. On his second 
hospital admission a mass was found in the 
lower abdomen as well as an inflammatory le- 
sion of the urinary bladder, and bloody mucoid 
material in colon. Dr. Cannon, would you dis- 
cuss the X-ray findings? 

Dr. Abram H. Cannon: Roentgen examina- 
tions on the first admission showed a normal 
chest and normal intravenous pyelograms with 
visualization of renal pelves and urinary blad- 
der. On the second admission, upper gastroin- 
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testinal tract and colon were considered nor- 
mal. 

Dr. Mahle: Is there a mass in the region 
of the terminal ileum? 

Dr. Cannon: Not that can be seen on any 
of the films. In the barium enema the cecum 
is slightly irregular but in the air contrast 
study the entire colon, cecum, and terminal 
ileum are not unusual. 

Dr. Mahle: Is there any retained barium in 
the ileum? 

Dr. Cannon: No, only a small amount in 
the cecum and sigmoid colon. 

Dr. Kenneth Sokol: In the film taken after 
voiding, is there an irregularity of the bladder? 

Dr. Cannon: Very doubtful. I would consider 
the bladder within average limits. 

Dr. Mahle: The differential diagnosis should 
include carcinoma, carcinoid, tuberculosis, di- 
verticulitis, amebiasis, actinomycosis, appendi- 
citis with abscess formation, volvulus, ulcera- 
tive colitis, and regional ileitis. Because of his 
age it seems logical to conclude that he had 
only one disease which affected both his in- 
testinal and urinary systems; thus in all prob- 
ability a fistulous communication existed be- 
tween some portion of the intestine and the 
urinary bladder. 

Carcinoma must always be considered in the 
presence of an abdominal mass but I think in 
a patient this age, it is sufficiently unlikely to 
be only mentioned. 

Careinoids are tumors that may affect any 
portion of the gastrointestinal tract but are 
most numerous in the appendix and ileum. The 
tumors may involve adjacent tissue and cause 
intestinal obstruction but involvement of the 
urinary bladder is certainly uncommon. I, there- 
fore, think this diagnosis improbable. 

One of the granulomatous infections such 
as tuberculosis, actinomycosis, or amebiasis 
could involve intestine and urinary bladder. 
These not infrequently result in fistulas. No 
specific information is available to support either 
condition and I would tend to exclude them as 
unlikely. ; 

Inflammation of the appendix with abscess 
and fistula formation, I will exclude because 
of the history of appendectomy at age 5. 

Volvulus can be mentioned but seems im- 
probable in the absence of signs of obstruction 
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and because of the relative long duration of the 
patient’s illness, 

Diverticulitis with vesicocolic fistula forma- 
tion is a distinct possibility. Diverticula are 
most common in the left half but may occur in 
any portion of the colon. The incidence in vari- 
ous parts is: pelvic colon, 39%; left half, 47% ; 
ascending, 4%; right half, 1.5%; transverse, 
1.5%; rectum, 1.5%; entire colon, 5.5%. The 
reported incidence of diverticulitis in patients 
with diverticula varies from 25% to as low as 
3%. All facts considered, I cannot exclude a 
diagnosis of diverticulitis with fistula formation. 

Ulcerative colitis is another condition of the 
colon that must be considered in a patient in 
this age group. In this disease the patients usu- 
ally have diarrhea, crampy abdominal pain, 
weight loss and sometimes nausea, vomiting, 
chills, and fever. Fistula formation occurs but 
is not common. I do not favor a diagnosis of 
ulcerative colitis in this patient because of the 
absence of diarrhea and lack of X-ray and proc- 
toscopic findings. 

Finally, I would like to discuss the condition 
I consider most likely in this patient — i.e., 
regional enteritis. This condition is more com- 
mon in males than females and in most in- 
stances (75%) occurs between 20-40 years of 
age. Abdominal pain and fever are common. 
Diarrhea is less frequent than in some of the 
other disorders considered. Fistula and abscess 
formation are complications in 30-50% of cases. 
I think, therefore, this patient has regional en- 
teritis with a fistulous communication between 
the intestine and urinary bladder. 

Dr. Ralph Roberts: Is there any history of the 
patient’s having passed gas through the penis? 

Dr. T. C. Laipply: No. 

Dr. J. Farmer: Was a Mantoux test done? 

Dr. Laipply: None recorded. 

Dr. G. Keverian: Are the symptoms compati- 
ble with gastric disease ? 

Dr. Mahle: I usually suspect the colon rather 
than the stomach if pain is brought on by eating. 
T do not think his disease is gastric. 

Dr. James Johnson: What is the mass? An 
abscess ? 

Dr. Mahle: If the diagnosis of regional enteri- 
tis is correct it should be an abnormal portion of 
bowel, probably ileum. 

Dr. Sokol: How about the possibility of a 
Meckel’s diverticulum ? 


126 


Dr. Mahle: I don’t consider it likely but can’t 
absolutely exclude it. 

Dr. Paul Rhoads: I have great difficulty ex- 
cluding an infectious granduloma of genitouri- 
nary and gastrointestinal tracts. In my experi- 
ence, most of the patients with regional enteritis 
have had more diarrhea. 

Dr. Frederic Lestina: I would favor a perirec- 
tal abscess and rectovesical fistula secondary to 
diverticulitis. 

Dr. Frederick Munson: Is there a good urolog- 
ic test for pneumaturia ? 

Dr. Sokol: Yes, void under water and watch 
for bubbles. Often the patients will volunteer 
that they have been passing gas when urinating. 

Dr. Rhoads: Does Dr. Mahle think there was 
a fistula? i 

Dr. Mahle: I am not sure. 

Dr. Laipply: Would our urologist miss seeing 
a fistulous opening on cystoscopic examination ? 

Dr. Sokol: Not likely, but there are times 
when even our careful examinations do not dem- 
onstrate lesions, 

Dr. Laipply: Would not fecal material and gas 
be greater in amount in fistulas secondary to 
diverticulitis of the colon than in those associ- 
ated with regional enteritis ? 

Dr. Munson: I think the answer is yes, be- 
cause the fistulous tract is shorter and less tortu- 
ous in most cases with fistula secondary to diver- 
ticultitis as compared to those associated with 
regional enteritis. 


PRE-OPERATIVE CLINICAL DIAGNOSES 
Regional ileitis 
Cystitis 
DR. MAHLE’S DIAGNOSIS 


Regional enteritis with involvement of bladder 
wall. 


ANATOMIC DIAGNOSES 


Regional ileitis with fistula formation, acute 
and chronic cystitis, and focal granulomatous 
mesenteric lymphadenitis. 

PATHOLOGICAL DISCUSSION 

Dr. Laipply: The surgical specimen consisted 
of a portion of ileum, cecum, ascending colon, 
and mesentery. Present were 36 cm. of ileum, 
the distal 77 em. of which were abnormal, with a 
thickened wall and narrowed lumen. The proxi- 
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Figure 1. Photomicrograph of portion of ileum 
showing lymphoid hyperplasia with lymph follicle 
formation in submucosa, muscularis, and mesenteric 
fat. (X 30) 


mal 25 em. of ileum, cecum, 10 cm. of ascending 
colon, and mesenteric lymph nodes were grossly 
normal. The mesenteric fat attached to the ab- 
normal portion of ileum was discolored reddish 
gray and firmer than usual. The distal portion of 
ileum showed extensive mucosal ulceration, a 
thickened fibrotic wall measuring from 0.4 to 1.4 
em. in thickness, a lumen decreased from 2.5 to 
1.2 em. in diameter, and a fistulous tract 0.3 cm. 
in diameter extending through the intestinal 
wall and mesenteric fat. The fistula had its prox- 
imal opening in the ileum 5 cm. and its distal 
opening 8 cm. from the ileocecal valve. No por- 
tion of urinary tract was included but in view 
of the clinical signs and symptoms there is little 
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showing granuloma with necrosis, epithelioid cells, 
and Langhans giant cells. (X 110) 


doubt that the fistula extended into the urinary 
bladder. 

The microscopic changes in the ileum, mesen- 
teric fat, and lymph nodes were those of active, 
acute, and chronic granulomatous inflammation 
characteristic of regional enteritis. The ileum 
showed marked fibrosis, hyperplasia of lymphoid 
tissue (lymph follicle formation), ulceration, 
and intramural abscess formation. Lymph folli- 
cles were present in all portions of the intestinal 
wall and mesenteric fat (Figure 1). Granuloma- 
tous foci were demonstrated in the muscularis of 
the ileum (Figure 2) and in mesenteric lymph 
nodes. 

Studies in our department of the anatomic 
changes in regional enteritis have shown changes 
as follows: mucosal ulceration, 100% ; lymph- 
oid hyperplasia, 100% ; stenosis, 87% ; granulo- 
mas, 84%; lymphatic dilatation, 78%; edema 
of submucosa, 74% ; intramural abscesses, 19% ; 
and fistulas, 16%. 

The aproximate incidence of clinical signs and 
symptoms in regional enteritis is as follows: 
diarrhea, 74% ; abdominal pain, 67%; loss of 
weight, 63%; fever, 37%; melena, 16%; ab- 
dominal mass, 31%; fistula, 50%; ileovesical 
fistula, 4.5%. 








Hungarian revolution 


The physical dislocation and emotional release 
associated with the revolution and subsequent 
flight was accompanied by an improvement in 
the general health and well being of the inform- 
ants, and a decrease in their illness episode rate. 
However, there is reason to believe that many of 
them, as they attempt to adapt to a new life in 
this country, will experience a temporary resur- 
gence in the amount of illness they exhibit, until 
they have made a satisfactory adjustment to 
their new life situation. 

Among these Hungarians, as among the mem- 
bers of other groups we have studied, individuals 
differed markedly in their general susceptibility 
to illness, those having the greater number of 
illness episodes experiencing the greater number 
of different types of illness, involving a greater 
number of their organ systems, and falling into 
a greater number of “causal” categories. The 


Otosclerotic deafness 


One hundred fifty-two stapes mobilization op- 
erations were performed from January, 1956 to 
September, 1957 and have been followed from 
one to 20 months. There have been 82 immedi- 
ately successful cases, or 54 per cent. Success was 
determined by restoration of hearing to the serv- 
iceable level of an average of 30 decibels of loss 
or less in the conversational range of 500, 1,000, 
and 2,000 cycles, or by achieving hearing within 
10 decibels of the bone conduction level where 
the bone conduction curve precluded improve- 
ment to a serviceable level. The later group 
achieved 20 decibels or more improvement. Those 
patients whose bone conduction curve indicated 
a possibility of achieving serviceability but did 
not do so are not included, even though some 
had considerable improvement. 

There has been loss of early improvement in 
hearing in four cases and of these, one revision 
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more frequently ill people also were those who 
had experienced the greater number of disturb- 
ances of mood, thought, and behavior. 

This feature of the “frequently ill” person 
also has been observed among Americans of di- 
verse backgrounds, and among Chinese. We be- 
lieve this to be a finding of considerable scientific 
significance, because it suggests to us that the 
way a person perceives his situation in life, and 
his relation to the people and events around 
him, leads to physiological reactions within him 
that influence not just special kinds of illness 
but illness of all sorts. A man’s relation to his 
social and interpersonal environment thus seems 
to be an extremely important determinant of his 
health and seems to have a profound effect upon 
the onset and course of a great variety of ill- 
nesses, L. FE. Hinkle, Jr., M.D. Health, Human 
Ecology, and the Hungarian Revolution. Rhode 
Island M.J. May 1958. 
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has been performed and serviceable hearing was 
achieved. One revision was performed on a previ- 
ous failure with successful mobilization and res- 
toration of good hearing. 

Four patients have had vertigo lasting for two 
to four days with no loss of the operative gain. 
There was one case of external otitis which re- 
sponded easily to treatment. Some patients have 
had a loss of taste sensation of half of the tongue 
on the operated side. Taste usually returns in a 
few months. Two of the unsuccessful cases had 
10 decibels additional loss of hearing but in 
neither did it add to the already existing prac- 
tical disability. 

There were no cases of facial paralysis, per- 
manent perforation of the tympanic membrane, 
or loss of hearing from labyrinthitis. There was 
no otitis media. G. D. Straus, M.D. Stapes Mo- 
bilization for Otosclerotic Deafness. Wisconsin 


M. J. May 1958. 
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Glaucoma 


A marked change in the ophthalmologist’s con- 
cept of glaucoma has occurred during the past 
decade, which has brought about improvement in 
both the medical and surgical prognosis of the 
disease. Great benefit has resulted from the wide- 
spread recognition of two types of primary glau- 
coma: the angle-closure type and the open-angle, 
or simple, type. The angle-closure type in years 
past has been known by various terms such as 
acute glaucoma, congestive glaucoma, and un- 
compensated glaucoma. This condition is be- 
lieved to arise from an anatomic predisposition 
in which the iris-lens diaphragm is abnormally 
close to the cornea. Between attacks, eye tension 
is normal and the only physical finding is a 
shallow anterior chamber. Under the influence of 
a variety of causes there may be forward dis- 
placement of this diaphragm, blocking the flow 
of fluid from the angle of the anterior chamber. 
If the attack is not relieved, the eye may go on to 
blindness. 

During an acute increase in intraocular pres- 
sure, adhesions — called anterior peripheral 
synechiae—develop between the iris and the 
posterior surface of the cornea. Frequently, these 
synechiae persist even though the attack is re- 
lieved, and are one of the characteristics that in- 
dicate the eye has had previous attacks. Thus, 
their recognition aids in diagnosis of this type of 
glaucoma in an interval when pressure is normal. 
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Angle-closure glaucoma may be cured surgically 
by means of peripheral iridectomy that elimi- 
nates the pressure differential between the pos- 
terior chamber and the anterior chamber, and 
causes the iris-lens diaphragm to recede so that 
the anterior chamber is deeper. 

In simple, or open-angle, glaucoma (compen- 
sated, chronic, noncongestive), there is no obvi- 
ous anatomic defect. Intraocular pressure in- 
creases gradually, usually without symptoms but 
associated with marked loss of visual function. 
The defect resides in the trabeculum and ap- 
parently is a connective tissue change interfering 
with the free flow of fluid between the anterior 
chamber and the canal of Schlemm. In recent 
years the tendency has been to treat simple glau- 
coma conservatively and to reserve surgery only 
for those cases in which medical management is 
grossly unsatisfactory. 

The distinction between the two types of pri- 
mary glaucoma must be made by using a gonio- 
prism, a contact lens arranged with a mirror 
device to permit observation of the corneoscleral 
angle located beneath the opaque limbus. This 
technique was largely of research interest 10 
years ago but a number of new devices have been 
designed that ave easily manipulated, so that the 
examination has become routine. 

Intraocular pressure is measured by means of 
a tonometer, which is calibrated in terms of the 
amount of indentation of the eye. ‘The indenta- 
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tion is proportionate to the pressure. The weight 
of the tonometer upon the eye causes falling of 
intraocular pressure and—by allowing the tonom- 
eter to rest upon the eye and knowing the 
amount of indentation at the beginning and at 
the end of the period—it is possible to calculate 
how much fluid was forced from the eye during 
the time the tonometer was on the eye. This ex- 
amination, known as tonography, is largely of 
research interest but has been extremely valuable 
in determining the efficacy of medical treatment 
and in locating the site of the defect in outflow 
in glaucoma. 

These findings have been largely confirmed 
by perfusion of enucleated human eyes. Tonog- 
raphy also has been instrumental in indicating 
the mode of action of acetozolamide (Diamox®) 
in reducing secretion of the ciliary body. Diamox 
has become one of the most valuable drugs in 
the control of glaucoma, particularly secondary 
glaucomas due to inflammation, trauma, and the 
like, as well as angle-closure glaucoma. Despite a 
great many studies and widespread use, its mode 
of action remains obscure. 

Surgically, the prognosis in infantile glau- 
coma [buphthalmos] has been much improved by 
the use of goniotomy, in which the angle of the 
anterior chamber is stripped, usually by direct 
vision through a contact lens. The proeedure is 
relatively nontraumatic and may be repeated if 
it is not initially effective. 

In the research laboratories, exquisite studies 
are in progress indicating a central control of 
intraocular pressure independent of the composi- 
tion of the plasma and the blood pressure. Other 
studies are directed toward the chemistry of the 
tissues of the angle, the enzymology of the iris 
and ciliary body in glaucoma, new drugs, and 
the physiology of the homeotasis of the intraoc- 
ular pressure. There is every hope that this bete 
noire of ophthalmology may be understood soon. 

Frank W. Newell, M.D., 

Chairman, Section of 
Ophthalmology, 

The University of Chicago. 


< > 


Rare 
The clinical diagnosis of coronary embolism 


has been made and reported four times in the 
literature. 
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Luminous watches 


Dr. J. L. Haybittle* wrote: “I have recently 
measured the gamma ray emission from a mod- 
ern shockproof, self-winding watch and estimate 
that it contains 2.2 microcuries of radium. Meas- 
urements on eight other watches collected from 
colleagues revealed contents ranging from 0.01 
to 1.2 microcuries with a mean of about one- 
quarter of a microcurie. Although the figure 
used by the Committee may be substantially cor- 
rect, there exist watches containing at least ten 
times this average amount of radium. Should 
such watches become more popular with the pub- 
lic, then luminous watches would be second only 
to diagnostic radiology in the amount of radia- 
tion they contribute to the gonads.” 

Dr. Haybittle is not overly concerned, but he 
believes his observations ought not to be dismissed 
as worthless. Assuming that such watches con- 
tain 2.2 microcuries and are worn 16 hours a 
day, the skin receives 0.9 roentgen per week, 
nearly two-thirds of the present maximum per- 
missible level for exposure to limited parts of 
the body such as hands and arms. There is no 
great need for luminous watches in our modern 
society. They merely add to the miscellaneous 
sources of radiation, such as X-ray machines 
used for shoefitting and television. While our 
radiation levels are far below the estimated 
limits of safety at this time, it behooves us to 
consider all sources and decrease exposure wher- 
ever possible. 


< > 
Secretaries conference 


in Springfield, Oct. 26 


The annual Secretaries Conference of the 
Illinois State Medical Society will be held in 
the Leland Hotel, Springfield, Sunday, October 
26. The meeting will begin at 10 o’clock and 
after luncheon continue throughout the after- 
noon. 

There will be talks on the new coroner’s law, 
Medicare, the World Medical Association, recent 
AMA activities, organizational problems, legisla- 
tive programs, and other subjects. A detailed 
program will be mailed to county medical society 
officers, PR and Legislative committee chairmen, 
and others. 

Wives of attending physicians will be provided 





*Nature, May 17, 1958. 
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buses in the afternoon for a visit to New Salem. 
Michigan State will be the visiting team at the 
Illinois homecoming on the day before. 

Dr. Newton DuPuy, Quincy, is chairman of 
the conference; Dr. George C. Turner, Chicago, 
vice chairman, and Dr. E. F. Moore, Collinsville, 
secretary. 

< > 


Nominations for G.P. of year 
should be submitted 


County medical societies should submit their 
nominations for the Illinois General Practitioner 
of the Year at once. The successful candidate 
will be entered as a nominee for the national 
honor, to be voted by the American Medical As- 
sociation in December. 

Entries should include as complete informa- 
tion as possible on the service rendered by the 
candidate to his patients, his community, and 
his medical society. A brochure containing a life 
history, including pictures, citations, and news 
items is most helpful. This information should 
be sent immediately to Dr. Harold M. Camp, 
secretary, Illinois State Medical Society, Mon- 
mouth. 

The selection will be made by a committee, the 
makeup of which is not published. 


< > 


Polio-Arthritis feud 
detrimental to medicine 


The feud that has broken out between the Na- 
tional Foundation for Infantile Paralysis and 
the Arthritis and Rheumatism Foundation will 
have an adverse effect on medical research and 
public relations. More importantly, it could delay 
arrival of the day of greater hope for the 11 
million sufferers from rheumatism or arthritis. 

Many people in this country who have been 
contributing toward medical research are getting 
tired of being approached for donations to a 
wide variety of individual disease funds. The 
situation will be aggravated when they are bom- 
barded by literature and bothered by solicitors 
from two organizations competing for dollars in 
the same field. It will become much easier for 
a person to turn down requests from both by say- 
ing: “I have contributed to the other.” 

There is another disadvantage in two big 
organizations competing for dollars that will be 


for September, 1958 


available for arthritis and rheumatism research. 
Both will find it necessary to conduct more 
aggressive fund raising campaigns. It is doubtful 
whether the contributions will show a commen- 
surate increase, but certainly this duplication of 
efforts will make the cost of raising money much 
higher. Thus, the purposes of the foundations 
will suffer. 

The National Foundation for Infantile Pa- 
ralysis has done noble work in the battle against 
polio and deserves an accolade. Its work in that 
field, however, has not been completed. Much 
more is to be done. 

Perhaps to do so, NFIP finds there is no long- 
er a need for such a huge administrative and 
operating organization as has been built up over 
the last 20 years. But this setup should not be 
maintained at the expense of progress in medical 
science or to the detriment of public support of 
medical research at the grass roots level. Many 
people will be of the opinion that the real reason 
for the polio organization’s going into a big field 
that is being effectively covered by the Arthritis 
and Rheumatism Foundation is perpetuation of 
its payroll. Denials by NFIP will not change 
these views, especially since the move was made 
after merger negotiations had broken down. 

It would have been better for all concerned if 
the two organizations had combined their efforts. 
Many economies could have resulted, and medi- 
cal research spurred. The hitch came when in- 
dividual chapters of the ARF rejected a consoli- 
dation plan agreed to at the top level. Opposition 
was based on the failure of the plan to provide 
a guarantee of maintenance of the Arthritis 
Foundation’s present program. 

When this developed, it would seem that the 
best interests of the victims of arthritis and 
rheumatism would have been served if NFIP 
had refrained from going into the new field 
until the differences could be ironed out satis- 
factorily. Unfortunately, it put into action its 
alternate plan to compete not only in the ARF’s 
territory but in the fields of disorders of the cen- 
tral nervous system and birth defects. 

There is another threat in this picture. In 
adopting the name of National Foundation to 
replace National Foundation for Infantile Pa- 
ralysis, the way was paved for the establishment 
of a super voluntary health organization that in 
time might gobble up every important founda- 
tion engaged in medica] research, Nothing could 
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be more detrimental to the future of medicine. 
Some facts of research would be favored over 
others. 

For the good of the voluntary health organiza- 
tion movement, the National Foundation should 
refrain from going ahead with its announced 
plans. It could become too big for its britches. 

John A. Mirt 


< > 


State Medical Society 


joins in nutrition meeting 

The Committee on Nutrition of the Illinois 
State Medical Society will join with the Illinois 
Nutrition Committee in the sponsorship of a 
nutrition conference to be held at the University 
of Illinois, Urbana, October 4. 

The program follows: 

8:45 Registration, Bevier Hall. Adults $1.50; stu- 

dents 75c. Coffee in lounge. 

9:30 Morning session—Geraldine Acker, chairman of 

Illinois Nutrition Committee, presiding. 

Greetings: Louis B. Howard, Ph.D., dean of 
the College of Agriculture, University of 

Illinois. 

“Sodium and Hypertension.” 

J. B. Youmans, M.D., College of Medicine, 

Vanderbilt University. 
“Protein in Human Nutrition.” 

B. S. Schweigert, Ph.D., director ofs research 
and education, American Meat Institute 
Foundation. 

12:15 Luncheon—University Club. 

Introduction of guests. 

2:00 Afternoon session—Paul A. Dailey, M.D., 

chairman of the Committee on Nutrition, 

Illinois State Medical Society, presiding. 

“Some Target Areas in Nutrition.” 

H. H. Alp, director of market development, 

American Farm Bureau Federation. 
“Teamwork for Better Nutrition.” (Panel) 

Moderator: J. B. Youmans, M.D. 

Harlan English, M.D., councilor, Illinois 
State Medical Society. 

Harriet Barto, associate professor of dietet- 
ics, University of Illinois. 

Beulah WHunzicker, associate professor of 
foods, University of Illinois. 

Anna C. Wilson, writer on nutrition, Today’s 
Health. 

The Illinois Nutrition Committee was organ- 
ized late in 1940 as part of the national move- 
ment stimulated by the Association of Land- 
Grant Colleges and Universities. Its program 
includes the development of a sound nutrition 
program in Illinois through schools, industries, 
community organizations, and other means. 
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Judicial amendment goal 
is court modernization 


The Illinois State Medical Society has joined 
leading civic, business, farm, labor, and profes- 
sional organizations in the state in supporting 
the Blue Ballot Judicial Amendment. The pro- 
posed amendment, which will modernize Illinois’ 
court system, will be submitted to the voters at 
the November 4 general election. 

The Society’s support of this amendment is 
rooted in the conviction that court moderniza- 
tion is vital to the people of Illinois. Except for 
ineffective patchwork attempts to keep up with 
changing times, our court system today is virtu- 
ally the same as it was the day of its creation 
in 1848. Since then, a tenfold increase in TIli- 
nois’ population has rendered our court system 
completely unable to handle today’s problems. 
There are many urban areas, for example, where 
delays—sometimes lasting many years—prevent 
the average citizen from getting a court hearing. 
In rural areas, absence of the Circuit Court 
judge can cause a wait of several months for 
trial. The solution lies in the proper administra- 
tion and supervision of our court system and this 
is provided for in the proposed amendment. 

Court handling of family problems through- 
out the State also is chaotic. Delinquency, de- 
pendency, and divorce are aggravated by the con- 
fusion of the court structure. In certain areas of 
Tllinois, a family squabble can snowball into a 
ceries of actions in eight different courts. There 
is no single, effective way for the present court 
system to solve domestic problems in their initial 
stages. The proposed amendment makes possible 
the creation of a single branch of the Circuit 
Court designed especially to deal with all matters 
relating to the family. Such a branch, properly 
staffed, will help end the confusion that now 
leads to the social mutilation of children. 

Another reason for the Society’s endorsement 
of the amendment is that it eliminates the fee 
system. At present, most justices of the peace 
and police magistrates get paid only when they 

return a verdict of guilty. The amendment abol- 
ishes this system but, at the same time, it enables 
competent justices of the peace and police magis- 
trates to continue to serve their communities on 
a salary basis and, with proper supervision, as 
magistrates of the Circuit Court. 

Adoption of the amendment requires a “Yes” 
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vote by two-thirds of those voting on the issue or 
by a majority of those voting at the election. As 
a result, every vote is important. 


< > 


Editorials 
from other journals— 


How big is too big? 


As the national volume of research increases 
and as we experience a mounting rate of in- 
crease, a number of research organizations are 
growing or may already have grown to such di- 
mensions that one is bound to inquire: How big 
is too big? 

There is no tidy or universal answer. But there 
may be some criteria which should be in the 
minds of those who face this question. An or- 
ganization is clearly too big if an excess of en- 
thusiasm, energy, and hope has resulted in an 
expansion whose financing is so shaky it impairs 
morale, or whose physical facilities are so 
crowded, research efficiency has suffered. 

An organization should not grow further if it 
can do so only by using the illusory attraction 
of its size, resources, and prestige to rob other 
organizations of personnel which might, in terms 
of the total national effort, better stay where 
they are. In addition, the financial support nec- 
essary for the further expansion of a large in- 
stitution may, under some circumstances, be ob- 
tained only at the expense of funds which should 
in fact go to other institutions. 

Any enlargement of an organization is 
achieved only at a cost—of money, of facilities, 
and of personnel, all of which might otherwise 
be utilized elsewhere in other tasks. On the other 
hand, an organizational enlargement is presum- 
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ably always designed to produce new benefits. 
Only when these benefits clearly promise to out- 
weigh the total cost, as judged unselfishly and 
broadly, is the expansion justified. No one can 
draw up a precise profit and loss statement for 
such a transaction, but he can at least attempt 
to weigh all the factors, 

As growth occurs, it is inevitable that there 
will be increasing complications of organization, 
increasing difficulties of internal communication, 
and increasing inefficiency in the direct and de- 
tailed contact between the upper levels of leader- 
ship and the active research at the laboratory 
bench. An organization has already outgrown 
its optimum size if these unfortunate results of 
growth have combined to bring about that the 
whole is no longer more than the mere sum of 
the parts. 

There are doubtless further important criteria 
for judging overgrowth of an organization. It is 
thus to be hoped that others will add to the dis- 
cussion of this topic. Warren Weaver, Rockefeller 
Foundation, New York. Science July 18, 1958. 


« > 
Return of the raccoon 


For most of us, the raccoon era is over. This 
comes as no surprise to those who remember 
John Held, Jr. cartoons, prohibition, and the 
shimmy (of both the Model T and Gilda Gray). 
Recently, however, the raccoon has managed to 
stage a quiet comeback. 

So-called tame raccoons have become increas- 
ingly popular as household pets. These pets can 
cause trouble. The New York State Department 
of Health reports that these animals are subject 
to a disease whose symptoms are indistinguish- 
able from rabies. 

If the raccoon is to become popular again, it 
would seem much safer to welcome it as a pelt, 
not a pet. Hospitals. May 1, 1958. 


>>> 
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Minutes of Council Meeting 


¢ bas reorganization meeting of the new Council 

was held at the Hotel Sherman, Chicago, Sun- 
day, July 13, 1958 with the following present: 
Oldfield, O’Neill, Lorne Mason, Camp, Clark, 
Kirby, Hesseltine, Reichert, Portes, Piszczek, 
Blair, Endres, Reisch, DuPuy, Goodyear, Mont- 
gomery, Fullerton, Roland R. Cross, Bornemeier, 
Oblinger, and Mirt. 

The minutes of the Council meetings held 
during the annual meeting and also the meeting 
of April 20, 1958 were approved as mailed. 

COMMITTEE ON COMMITTEES 

Dr. Hesseltine reported as chairman of the 
Committee on Committees and the following 
changes were adopted: 

(1) The following committees were dissolved : 

Advisory Committee—Illinois Oc- 
cupational Therapy Association. 
Sub-Committee on Dermatology—Ad- 

visory Committee to I.P.A.C. 
Annual Meeting Study Committee 
Committee on Birth Certificates 
Committee on Blood Banks 
Committee on Polio Vaccine Control 

(2) The following groups were combined to 

form: ; 


(a) Advisory Committee On Governmen- 
tal Medical Services 


Advisory Committee to Selective Serv- 
ice 

Advisory Committee to Veterans Ad- 
ministration 

Liaison Committee, Illinois Division, 
American Legion 

Committee on Civil Defense 

Coroners’ Committee 


(b) The Committee On Disease Control 


Committee on Cancer 
Committee on Cardiovascular Disease 
Committee on Tuberculosis Control 
Committee on Mental Health 
(3) The name of the Advisory Committee to 
the UMWA was changed to: 


The Advisory Committee On Third Party 
Plans 


(4) Action was deferred until a later meeting 
of the Council on: 
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The Committee on Nursing 
Committee on Postgraduate Medical 
Education & Scientific Service 
(5) The chairman of the Council was asked 
to appoint a committee of three members to 
make an objective study of the Postgraduate 
Medical Education and Scientific Service 
Committee, and to report back to the Coun- 
cil at its October meeting. 

Following the approval of these recommenda- 
tions, the Committee on Committees was dis- 
charged. 

Dr. Montgomery read the personnel of the 
Council committees, and his appointments were 
approved by official action. 


DISSEMINATION OF INFORMATION 


The chairman stated he felt there should be a 
serious study of the setup in the Society, and 
serious thought given to the problem of the dis- 
semination of information to the membership. 
The officers, councilors, and members of the 
various committees should have closer contact 
with individual members. Many of the problems 
faced by the Society could be solved by an ex- 
tensive educational program. The activities must 
reach the grass roots in order to develop and 
maintain harmony and understanding. 


REPORTS OF OFFICERS 


Dr. Oldfield reported as president and told of 
the meetings he had attended. The outstanding 
session was the opening of the Kettering Health 
Museum in Hinsdale. The building represents an 
investment of about $1,200,000 and contains the 
museum, a library, and office accommodations 
for approximately 50 physicians. 

Dr. O’Neill reported as president-elect and 
outlined his attendance at various meetings, in- 
cluding that of the AMA in San Francisco. 

The secretary, Dr. Camp, reported he had at- 
tended the Medicare meeting in Washington, 
D.C., with representatives of the Advisory Com- 
mittee on Dependents Medical Care Program to 
renegotiate the contract for the coming year. Dr. 
Bornemeier also commented on the meeting, and 
the programs in Illinois. He assumed. the mem- 
bers of the Council that the recommendations of 
the American College of Anesthesiology had been 
followed in establishing payments in that field. 
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EXECUTIVE SESSION 


The Council went into executive session for 
the purpose of establishing salaries for all em- 
ployees for the 1958-1959 fiscal year, and for 
considering various recommendations of the 
finance committee relative to expenditures and 
budgets. 

NEW PILOT STUDY IN ILLINOIS 

Dr. Roland R. Cross, director of the Depart- 
ment of Public Health, reported that he had re- 
ceived a letter from the Bureau of State Serv- 
ices, Department of Health, Education, and Wel- 
fare, as follows ; 

“The National Office of Vital Statistics and 
the Division of Biological and Medical Research 
at Argonne National Laboratory are interested 
in collecting residence and occupation histories 
and additional diagnostic information for a 
sample of deaths resulting from malignant neo- 
plasms of the bone and buccal cavity....... We 
are writing to request your consent and approval 
to conduct this pilot study in the State of 
Illinois. 

“The objectives are to explore the possible 
epidemiological relationship between residence 
and occupation exposures and bone sarcoma and 
to establish the quality of diagnostic information 
on death certificates for which bone sarcoma is 
coded as the underlying cause.... . According 
to present plans a total of about 125 deaths dur- 
ing a one year period for which bone sarcoma 
was certified as the underlying cause would be 
queried in this pilot study. We would query an 
equal number of deaths due to carcinoma of the 
buccal cavity. Thus, approximately 250 deaths 
would be included in the pilot study during a 
12 month period. . . .The physician who certified 
the death certificate would be queried for infor- 
mation pertaining to diagnostic methods. He 
would be queried first to give him an opportunity 
to contraindicate querying from the family in- 
formant if he feels this would be undesirable. 
The letter to the family requesting information 
on residence and occupational exposures of the 
deceased would be sent about 10 days after that 
to the physician. Copies of the forms to be used 
have not been prepared, but they will be similar 
to those used in the lung cancer mortality study. 

“If the study meets with your approval, we 
would appreciate your assistance in enlisting the 
support of the state medical society. We would 
plan to begin the study during July or August, 
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1958, and it would be helpful if we could obtain 
an expression of your approval and that of the 
state medical society at an early date.” 

Discussion by Drs. Reichert, Piszezek, Blair 
(who stressed the importance of securing per- 
mission of the physician before the family is 
contacted ). 

Motion: (Piszczek-Fullerton) that the pi- 
lot study be approved. Motion carried. 


SCHOOL HEALTH EXAMINATIONS 


Dr. Camp read a letter from Mr. Vernon L. 
Nickell, superintendent of Public Instruction, 
addressed to Dr. Cross, relative to the ways and 
means of providing the physical examinations 
for school children as necessary under the law. 
This problem was referred to the Committee on 
School Health. The Council stessed the fact that 
the problem is always a local one; that the chil- 
dren should be seen by their family physician 
whenever and wherever possible, and that the 
ways and means of maintaining this relationship 
should be solved on the local level. The members 
of the Council stressed the importance of the 
examination itself as a factor in maintaining 
the health of the children and felt that every 
effort should be made to improve the type of 
examination given and extend the services in 
every way possible. 


RE-REGISTRATION OF PHYSICIANS 


Mr. Oblinger discussed the situation that has 
arisen under the amendment to the Medical 
Practice Act requiring the re-registration of 
physicians every two years. The Council voted 
that the secretary send a letter of protest to the 
Department of Registration anh Education stat- 
ing that it was not the fault of the physicians 
that their remittances were late this year, but it 
was due to the fact that the department was late 
in sending out the re-registration forms, and 
therefore no physician should be penalized under 
the law at this time. 


APPROVAL OF JUDICIAL AMENDMENT 


Mr. Oblinger also called the attention of the 
Council to an invitation to attend a meeting to 
launch the official campaign for the adoption 
of the blue ballot Judicial Amendment to the 
Illinois constitution. The House of Delegates ap- 
proved this Judicial Amendment, and the Com- 
mittee for Modern Courts should be notified so 
that the Illinois State Medical Society can be 
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considered as one of the participating organiza- 
tions. 


1959 ANNUAL MEETING 


The question of the length of the 1959 annual 
meeting was discussed in detail, as were the 
problems of registration at the technical exhibit 
booths, the conflict between sessions of the House 
of Delegates and scientific meetings, and other 
matters. It was voted that: 

(1) The 1959 annual meeting should be 
scheduled for 314 days on Tuesday, Wednesday, 
Thursday, and Friday morning, closing officially 
at noon. 

(2) That the chairman of the Council ap- 
point a Committee on Exhibits to discuss plans 
to increase the attendance and the registration 
at the commercial exhibit booths during the 1959 
meeting. 

(3) That the possibility of having the first 
meeting of the House of Delegates on Monday 
evening before the meeting opens be considered 
as a way of avoiding conflict with scientific ses- 
sions; then, reference committees could meet on 
Tuesday and the second meeting of the House on 
Wednesday or Thursday morning, with the final 
session on Thursday or Friday morning. 

COMMITTEE APPOINTMENTS 


The chairman of the Council was authorized 
to appoint a Committee on Aging to co-operate 
with similar committee of the Council on Medi- 
cal Service of the AMA. He also was authorized 
to consult with members of the Council on Medi- 
cal Service and appoint a joint Committee on 
Arrangements for the Second International Con- 
gress on Medical Education to be held in Chi- 
cago, August 30 to September 4, 1959. Dr. 
George F. Lull, in charge of the plans for the 
meeting to be held next year, is anxious to have 
outstanding arrangements made for the visiting 
physicians from foreign countries. 

LETTER TO GOVERNOR STRATTON 

The secretary was instructed to send a letter 
io Governor Stratton thanking him for his at- 
tention to the salary scales in the Department of 
Public Health and the Department of Public 
Welfare. This change in salary affected physi- 
cians, dentists, and sanitary engineers employed 
by the State. 

DATES OF COUNCIL MEETINGS 


The schedule of Council meetings for the 


136 








1958-1959 fiscal year have been changed as fol- 
lows: September 7, 1958 
October 12, 1958 
December 14, 1958 
February 1, 1959 
March 8, 1959 
April 26, 1959 
May 19-22, 1959 
WOMAN’S AUXILIARY 
Dr. Bornemeier reported as chairman of the 
Advisory Committee to the Woman’s Auxiliary. 
Dues in that organization were raised by official 
action on the part of their House of Delegates in 
session last May. However, the Auxiliary will 
need financial assistance for its 1958 and 1959 
fall conferences or workshops, and will need help 
for the 1959 convention. Printing, secretarial 
service, and postage expenses also will be needed 
for another year. The recruitment program will 
need some additional financing. The suggested 
budget will be submitted at the September meet- 
ing of the Council for consideration of the 
Finance Committee and subsequent recom- 
mendation to the Council for action. 
EMERITUS AND RETIRED MEMBERS 
The following physicians were elected to 
emeritus membership and retired membership as 
listed. 


EMERITUS: 


Baird, Robert Dixon Lee 
County 
Hildreth, Charles E. Mt. Logan 
Pulaski County 

Lund, John M. Dixon Lee 
County 
Salisbury, Emma H. Carthage C.M.S. 


RETIRED MEMBERSHIP 


Baumann, Theodore A. Rockford Winnebago 


County 
Kammerling, 'T’. 8S. Melrose C.M.S. 
Park 
Patchanian, Giragos Hamp- Kane 
shire County 
VanOosten, Chas. S. Downers 0.M.S. 
Grove 
Vetter, James H. Rockford Winnebago 
: County 


The Council adjourned at 12:30 o’clock. 
Respectfully submitted 
HAROLD M. CAMP, M.D., Secretary 
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Clinics for crippled children 
listed for October 


Twenty-two clinics for Illinois’ physically 
handicapped children have been scheduled for 
October by the University of Illinois, Division 
of Services for Crippled Children. The Division 
will count 17 general clinics providing diagnostic 
orthopedic, pediatric, speech, and hearing exam- 
ination along with medical, social, and nursing 
service. There will be 2 special clinics for chil- 
dren with cardiac conditions, 2 for children with 
rheumatic fever, and 1 for cerebral palsied chil- 
dren. 

Clinics are held by the Division in co-operation 
with local medical and health organizations, 
both public and private. Clinicians are selected 
among private physicians who are certified 
Board members. Any private physician may refer 
to or bring to a convenient clinic any child or 
children for whom he may want examination 
or consultative services. 

October 1 — Alton (Rheumatic Fever), Memo- 
rial Hospital 


October 1 — Hinsdale, Hinsdale Sanitarium 

October 3 — Chicago Heights (Cardiac), St. 
James Hospital 

October 9 — Cairo, Public Health Building 


October 9 — Springfield, St. John’s Hospital 

October 10 — Evanston, St. Francis Hospital 

October 14 — Danville, Lake View Hospital 

October 14 — East St. Louis, St. Mary’s Hos- 
pital 

October 14 — Peoria, Children’s Hospital (St. 
Francis) 
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October 14 — Quincy, Blessing Hospital 

October 15 — Chicago Heights (General), St. 
James Hospital 

October 16 — Elmhurst (Cardiac), Memorial 
Hospital of DuPage Co. 

October 16 — Flora, Clay County Hospital 

October 16 — Rockford, St. Anthony’s Hospi- 
tal 

October 21 — Belleville, St. Elizabeth’s Hos- 
pital 

October 22 — Elgin, Sherman Hospital 

October 22 — Springfield (Cerebral Palsy), 
Memorial Hospital 

October 23 — Bloomington a.m. (General), 
p-m. (Cerebral Palsy), St. Joseph’s Hospital 

October 23 — Mt. Vernon, Masonic Temple 

October 28 — Effingham (Rheumatic Fever), 
St. Anthony Hospital 

October 28 — Peoria, Children’s Hospital (St. 
Francis) 

October 29 — Carrollton, Carrollton Grade 
School 


< > 


Am. College of Surgeons 
to hold annual meeting 


The 44th annual Clinical Congress of the 
American College of Surgeons will be held in 
the Conrad Hilton Hotel, Chicago, October 6-10. 
More than 10,000 surgeons, physicians, students, 
and related personnel-will attend. 

The program will include postgraduate 
courses, research forums, panels, closed-circuit 
telecasts, medical motion pictures, cine clinics, 
and exhibits. 








Approximately 200 reports on research in 
surgical progress and surgery of the future will 
be made. Postgraduate courses will cover devel- 
opments in preoperative and postoperative care, 
heart surgery, injuries, hip disabilities, gyne- 
cology and obstetrics, surgery in children, pul- 
monary disease, liver, biliary tract, pancreas, and 
gastrointestinal tract. 

More than 1,100 initiates will be presented for 
fellowship in the College. Honorary fellowships 
will be conferred and officers inaugurated. 

Dr. Robert L. Schmitz, Chicago, assistant pro- 
fessor of surgery, Stritch School of Medicine of 
Loyola University, is chairman of the Local Ad- 
visory Committee on Arrangements. Other Chi- 
cago chairmen include: Drs. Walter W. Carroll, 
Northwestern University, and J. Garrott Allen, 
University of Chicago, televised program of op- 
erations from Passavant Memorial Hospital; Dr. 
Hilger P. Jenkins, medical motion pictures; Dr. 
John L. Keeley, press relations. 


< > 


Rhinologic society to hold 
annual meeting in Chicago 


The American Rhinologic Society will hold 
its fourth annual meeting in the Palmer House, 
Chicago, October 17-18. : 

Among the topics to be discussed will be pul- 
monary and nasal physiology, laboratory and 
clinical aspects of bone transplanis, hump re- 
moval, roof repair, and nasal process corrections. 

The preliminary program includes the follow- 
ing papers: 

“Maxillary and Premaxillary Approach to 
Septal Surgery,” Dr. Ralph H. Riggs, Shreve- 
port, La.; “Olfactory Factors in Experimental 
Neurosis in Animals,” Dr. Jules H. Masserman, 
Chicago; “Second Golden Decade of Rhinologic 
Surgery—the Advances of the Past 10 Years,” 
Dr. Harvey C. Gunderson, Toledo; “Physiology 
of Respiration,” Dr. David Cugell, Chicago; 
“Concepts of Nasal Physiology as Related to 
Corrective Nasal Surgery,’ Dr. Maurice H. 
Cottle, Chicago; “Nasal Physiology,” Dr. Irving 
Cramer, Cleveland; “Bone Transplants ; Experi- 
mental and Clinical Aspects,’ Dr. Robert Ray, 
Chicago. 

“Hump Removal, Roof Repair, Nasal Process 
Corrections,” will be the subject of a panel. Dr. 
Walter Loch, Baltimore, will be the moderator. 

Dr. Russell I. Williams, Cheyenne, president 
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of the Society, will preside. Dr. Guy L. Boyden, 
professor of otolaryngology, University of Ore- 
gon Medical School, Portland, will be guest of 
honor. Physicians are invited as guests. There 
will be no registration fee. Write Dr. Robert M. 
Hansen, secretary, 1735 North Wheeler Avenue, 
Portland 17, Ore., for further information. 


«< > 
Plan chest PG courses 


The Council on Postgraduate Medical Educa- 
tion of the American College of Chest Physi- 
cians will present two courses this year. One will 
be on clinical cardiopulmonary physiology at the 
Edgewater Beach Hotel, Chicago, October 13-17, 
and the other on diseases of the chest at the 
Park-Sheraton Hotel, New York, November 10- 
14. The tuition for each course is $100. 

Write the American College of Chest Physi- 
cians, 112 East Chestnut Street, Chicago 11, for 
further information. 


«< > 
AMA to hold annual 


symposium on nutrition 


More than 500 physicians, nurses, and dieti- 
cians will attend the 5th annual symposium of 
the AMA’s Council on Foods and Nutrition, to 
be held in Madison, Wis., October 16. Co-spon- 
sors will be the University of Wisconsin Medical 
School, Dane County Medical Society, and the 
State Medical Society of Wisconsin, 

Factors involved in the formation and dis- 
eases of bone will be discussed in several papers 
and two panels. 


« > 
Nomenclature institute 


The third in the 1958 series of the AMA’s 
regional Nomenclature Institutes will be held in 
Philadelphia, November 3-5. The short course 
is offered to medical record librarians and others 
working in hospitals, physicians’ offices, or clin- 
ics, 

< > 


Forum on allergy 


The Midwest Forum on Allergy, sponsored by 
the Michigan Allergy Society, will be held in 
Detroit, December 6-7. Further information may 
be obtained from Dr. John M. Sheldon, Univer- 
sity Hospital, Ann Arbor, Mich. 
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Am. C. of P. meeting 


The American College of Physicians will hold 
a midwest regional meeting at the Milwaukee 
County Hospital, Milwaukee, September 27. A 
scientific program of 22 papers has been ar- 
ranged. The meeting will be open to all physi- 
cians, whether or not members of the College. 


«< > 
Medical assistants to meet 


The American Association of Medical Assist- 
ants will hold its annual meeting in the Palmer 
House, Chicago, October 31-November 2. 

The program will include an advisors’ sym- 
posium and sessions on office procedures, medical 
subjects, and technical matters. The annual ban- 
quet and installation will be held on Saturday 
evening, November 1. 


< > 


To present symposium 
on infectious diseases 


Speakers from six medical schools will partici- 
pate in the second annual Symposium on Infee- 
tious Diseases, to be held on the Medical Center 
campus, Kansas City, Kan., September 19. The 
program will be sponsored by the American 
Academy of General Practice, Kansas Universi- 
ty Medical Center, and Lederle Laboratories. 

Among the speakers will be Dr. Harry F. 
Dowling, Chicago, professor and head of the de- 
partment of internal medicine, University of 
Illinois College of Medicine, whose topic will be 
“Control and Treatment of Staphylococcal In- 
fections.” 


< > 


Fellowship for women 

The Women’s Medical Association of the City 
of New York is offering a $2,000 fellowship to a 
graduate woman physician for medical research, 
clinical investigation, or postgraduate study in a 
special field of medicine. 

Application blanks and further information 
may be had by writing to Dr. Ada Chree Reid, 
118 Riverside Drive, New York 24. 


< > 


Award for research 


The Institute of Medicine of Chicago is offer- 
ing its annual $300 prize for the most meritori- 
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ous investigation in medicine or specialty. The 
competition is open to graduates of Chicago 
medical schools who have completed their intern- 
ship or one year of laboratory work prior to 
January 1, 1958, excluding service in the Armed 
forces. 

Manuscripts must be submitted to the insti- 
tute, 86 East Randolph Street, Chicago 1, prior 
to January 1, 1959. 


« > 
Conference on arthritis 


Eleven nationally prominent investigators 
will present results of original work and clinical 
experience with arthritis and related disorders 
at a conference in Oklahoma City, November 
12-15. 

The program has been developed by the Uni- 
versity of Oklahoma Medical Center and is being 
sponsored by Geigy Pharmaceuticals, Wyeth 
Laboratories, Upjohn Company, Pfizer Labora- 
tories, Schering Corporation, and Oklahoma 
Chapter of the Arthritis and Rheumatism 
Foundation. 

Write to Office of Postgraduate Education, 
University of Oklahoma School of Medicine, 801 
Northeast 13th Street, Oklahoma City, for in- 
formation. 


< >—- 


Chest physicians take 
position on BCG 


The Executives Council of the American Col- 
lege of Chest Physicians in a resolution express- 
ing its position in regard to the use of BCG 
against tuberculosis in the United States said 
“there is insufficient evidence that significant 
protection is afforded by its use.” 

The council endorsed the antituberculosis con- 
trol program of the United States Public Health 
Service, including research in BCG, and urged 
the continued support of the program. 


< > 
American Public Health 
Association to meet 


The American Public Health Association will 
hold its 86th annual meeting in St. Louis, 
October 27-31. More than 4,000 health author- 
ities are expected to attend. 

The program will feature reports on progress 
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made by voluntary and governmental agencies 
toward solving major health problems. One ses- 
sion will deal with ionizing and atmospheric 
pollution. Other topics to be discussed will be 
dental health, engineering and sanitation, epi- 
demiology, food and nutrition, maternal and 
child health, mental health, occupational health, 
public health nursing, and school health. 

Write to American Public Health Association, 
1790 Broadway, New York 19, for further in- 
formation. 


< > 


Hospitals set new high 
in patients treated 


Hospitals in the continental United States 
cared for 22,993,000 patients in 1957, more than 
in any previous year and an increase of more 
than 900,000 over the 1956 total of 22,089,000, 
the American Hospital Association reported. 
Babies born in U.S. Hospitals last year totaled 
3,739,259, a rise of 248,118 over 1956. On any 
given day in 1957, an average of 1,320,000 pa- 
tients and 48,775 newborn infants were hospital- 
ized. 

Voluntary hospitals, which care for the great 
majority of the acute short-term caser, spent an 
average of $26.81 a day for the care of each pa- 
tient, an increase of $1.82 over 1956. The aver- 
age patient stay was 7.4 days, as against 7.5 
days in 1956. 

Patients in voluntary hospitals paid an aver- 
age of $1.52 a day less in 1957 than it cost to 
care for them. Total income from patients in all 
voluntary hospitals in 1957 was $2,878,254,000, 
while expenses were $3,050,398,000. Patient in- 
come made up 94.3 per cent of the total income 
of all these hospitals in 1957, as compared with 
96.1 per cent in 1956. The balance came from 
contributions, grants, and income from such 
sources as endowments. 


a > 


Gastroenterologists to meet 
The American College of Gastroenterology 


will hold its 23rd annual meeting in New Or- 
leans, October 20-22. There will be scientific 
papers, panel discussions on gastric carcinoma 
and the use of steroids, and scientific and com- 
mercial exhibits. 

A three-day course in postgraduate gastro- 
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enterology will be presented on October 23-25. 

Further information may be had by writing 
to the American College of Gastroenterology, 33 
West 60th Street, New York 23. 


«< 7 
Air Force needs G.P.s 


The Air Force is still in need of general 
practitioners. Approved residencies are available 
at the USAF Hospital, Maxwell Air Force Base, 
Ala., and certain civilian hospitals. 

The Air Force’s G.P. residency program pro- 
vides one year of training in medicine, including 
pediatrics and psychiatry, and one year in sur- 
gery, including traumatic surgery, fractures, and 
obstetrics and gynecology. 

Interested physicians may write to the Sur- 
geon General, USAF, Washington 25, 


< > 


Symposium on carcinoma 
of colon to be held 


A symposium on carcinoma of the colon and 
rectum will be presented at the annual scientific 
session of the American Cancer Society in New 
York, October 20-21. 

In addition to papers, there will be panels on 
pathogenesis, etiology, diagnosis, treatment, and 
problems of cancer of the colon and rectum. 

Among the Chicago participants will be Drs. 
Warren H. Cole, Richard K. Gilchrist, and Ho- 
ward F. Raskin. 

Inquiries should be sent to the director of 
professional education, American Cancer So- 
ciety, 521 West 57th Street, New York 19. 


«< > 
Auto safety crusader cited 


Dr. Fletcher D. Woodward, chairman of the 
AMA’s Committee on Medical Aspects of Auto- 
mobile Crash Injuries and Deaths, has been 
awarded the Allstate Insurance Companies’ 
certificate of commendation for his leadership 
in traffic safety. Dr. Woodward is clinical pro- 
fessor of otolaryngology at the University of Vir- 
ginia Department of Medicine, Charlottesville. 
He has emphasized the need for strict physical 
fitness requirements for drivers, seat belts as 
standard equipment, improved law enforcement, 
and stern treatment of drunken and reckless 
drivers. 
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John A. Mirt 


Suggests four-point PR program 


The medical profession is being criticized in 
popular magazines, the daily press, and even in 
professional journals. The sins of a few are being 
magnified in the eyes of the public. 

Physicians are being blamed for the increase 
in medical care costs, although the principal fac- 
tors have been hospitalization and drugs costs. 
Laymen are being given the impression that fee- 
splitting, overcharging, and unethical procedures 
—practices of a small minority—are the rule. 
Cartoons portray physicians as wealthy and ava- 
ricious, and their sports are stressed rather than 
their abilities as practitioners of the healing arts. 

The result is that medicine has lost some of 
its high standing among patients and the public. 
To reverse this trend, Dr. Irving Burka, in an 
editorial in the Medical Annals of the District of 
Columbia, recommends a four point program: 

“(1) That we all attempt to abide by the 
Code of Ethics of the AMA and that a more 
stringent set of regulations be enacted to 
control and censure, vigorously, those few 
who do not conform. 

“(2) That we invite the public, whenever 
possible and with proper control, to partici- 
pate in discussions, forums, and on good 
will committees. 

“(3) That we go on the offensive. Not 
only must we do this with the aid of profes- 
sionals, but each of us must become a press 
agent. It is time that we begin to publicize 
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the good that medicine is doing. The long 
hours of work by the individual physician, 
the many years spent in preparation for 
practice, the amount of charity he gives in 
proportion to the rest of the population, the 
many indigent patients for whom he pro- 
vides medical care should be brought to 
light. Let us likewise emphasize the leader- 
ship that our societies have given in the field 
of preventive medicine, in improving medi- 
cal education, in promoting the ethics of the 
procession, in providing emergency tele- 
phone service, in instituting and backing 
prepaid hospitalization and medical cost in- 
surance for the middle- and low-income 
groups, and in proposing many acts of legis- 
lation, both on the local and national level, 
for the benefit of the public. 

“(4) That every one of us make a study 
of the pressures and trends of present-day 
economic, political, and social factors. Fur- 
thermore, it is imperative that each member 
take a more active rather than a passive role 
in the activities of our own society. I re- 
spectfully recommend that he become better 
acquainted with the thinking and philoso- 
phy of the many excellent men who give so 
much of their time and effort to the society, 
and to learn about some of the aims and 
purposes of the various committees and sec- 
tions, which are the backbone of any organ- 
ization.” 





PR tip of the month 


From Dr. Harry McGavran, Quincy, IIl., 
comes this suggestion for driving home a lesson 
in safety and helping out a worthwhile organiza- 
tion at the same time. Dr. McGavran suggests 
turning over the next fee from a highway acci- 
dent case to the Boy Scouts of America to help 
promote their “Safety Good Turn for 1958” proj- 
ect. The patient should make out his check di- 
rectly to the Boy Scouts (or some other worth- 
while organization) so that he is fully aware of 
the physician’s interest in accident prevention. 

The Boy Scouts’ “Safety Good Turn” is a 
year-long crusade to reduce the toll of accidental 
deaths and injuries by rousing public concern 
about accident prevention—From AMA “The 
PR Doctor.” 


“<<< 


Abortion and public opinion 


It would seem that all the states have been 
consistent in condemning the practice of induced 
abortion (except for therapeutic abortions) even 
though they have not been consistent in the de- 
gree of penalty attached to it. It is also true that 
the churches, and particularly the Catholic 
Church, have been most severe in their condem- 
nation of induced abortion. However, on the 
other side of the coin, we find that defense 
lawyers know that their best way to win an 
abortion case is to secure a jury rather than a 
court trial. Police and other officials often allow 
known abortionists to practice since it is felt 
that there is a need for their services. In 1944 
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AMA pamphlets available 


“Salute to the Medical Profession,” the dra- 
matic tribute to the American Medical Associa- 
tion and its members made June 22 on NBC’s 
“Monitor” broadcast by Alex Dreier, noted com- 
mentator, is being distributed by the AMA. 
Copies may be obtained from the AMA’s Public 
Relations Department. 

Two leaflets for distribution in physicians’ 
offices and at state and county fairs or similar 
public gatherings, may be obtained through the 
Illinois State Medical Society’s Secretary’s office. 
They are “Do You Like to Make Decisions?” 
which stresses the physician’s judgment in pre- 
scribing personalized care suited to the patient’s 
need, and “The Fifth Freedom,” dealing with 
the importance of the patient’s right to choose 
the physician who will best serve his family. 


>>> 


only 116 persons were convicted for illegal abor- 
tions in the 24 states of the union reporting on 
this. This amounts to one abortion conviction 
for every 625,000 in the population in that year. 
This, again, is a demonstration of society’s un- 
willingness to penalize the abortion specialist. In 
our own sample we find that the great percentage 
of the women who had an illegal abortion stated 
that it had been the best solution to their imme- 
diate problem. This widespread difference be- 
tween our overt culture as expressed in our laws 
and public pronouncements and our covert cul- 
ture as expressed in what people actually do and 
secretly think is as true with abortion as with 
most types of sexual behavior. P. H. Gebhard et 
al. Pregnancy, Birth, and Abortion. 
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DRUGS 

Capsebon is Pitman-Moore’s new therapeutic 
shampoo for symptomatic control of dandruff. 
It contains one per cent cadmium sulfide sus- 
pension in a shampoo base. The company claims 
the compound can be used safely over a long 
period and is effective for the constant control 
of seborrheic dermatitis of the scalp. It is ap- 
plied as a shampoo, then reapplied and allowed 
to remain on the hair a few minutes. A final 
rinse and the treatment is finished. 


Delvex (dithiazanine iodide, Lilly) is a new 
broad spectrum anthelmintic that destroys or 
eliminates whipworm, threadworm, large round- 
worm, and pinworm. It is said to be 100 per cent 
successful in eliminating the latter. 


Winthrop Laboratories announces its experi- 
mental drug — Trancopal (chlormethazanone) 
— has been used to treat painful muscle spasms 
and mental tension in more than 3,000 patients. 
Dr. A. L. Lichtman, a New York surgeon, re- 
ported the compound to be “about 90 per cent 
effective and safe as aspirin.” He said it can be 
given in smaller doses and is safer when com- 
pared with meprobamate and other currently 
used muscle relaxants. Among the disorders 
treated were musculoskeletal conditions such as 
low back pain, sciatica, stiff neck, bursitis, rheu- 
matoid arthritis, osteoarthritis, postoperative 
spasm, and anxiety states. We are suspicious of 
drugs that are recommended for so many condi- 
tions but time will tell whether the good doctor 
from New York is right. 
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A recent news release on Japan’s kanamycin, 
the newest antibiotic developed by Bristol Lab- 
oratories (Kantrex) is headed “New antibiotic 
aids mental disorder.” This intrigued your editor 
because most mental disorders are of emotional 
rather than infectious origin. We thought at 
first the broad spectrum was being extended a 
wee bit too far. It developed that the drug was 
used to treat the psychic state that occurs in 
conjunction with liver failure due to cirrhosis. 
The rationale, according to the release, is that 
kanamycin “is used to treat psychotic states be- 
cause of its ability to reduce the intestinal popu-~ 
lation of germs that produce ammonia,” The 
work is based on “two reports on this novel 
bowel-to-brain medical approach.” It is well 
known that ammonia is not removed from the 
blood stream during liver insufficiency. In this 
respect, kanamycin is a contribution to the 
treatment of late stages of cirrhosis. We object 
to the misleading caption that implies a new 
psychiatric discovery. The sale of this drug de- 
pends upon its value as an antibiotic and it is 
difficult to understand why a reputable product 
should be subjected to this type of ballyhoo. Ap- 
parently the publicity writers have confused the 
hallucinations of the precomatose and comatose 
patient with ordinary mental disorders. Obvious- 
ly, they have never seen patients in this state. 


Vistaril is Pfizer’s new psychotherapeutic 
agent. The company says it has prolonged and 
potent tranquilizing action and “has been shown 
to have antihistaminic, antisecretory, antiar- 


143 








rhythmic, and muscle relaxing activity. Anti- 
serotonin, antispasmodic, anticholinergic prop- 
erties also have been demonstrated experimen- 
tally.” 


Tranquilizing drugs do not cure mental dis- 
orders. On the other hand, 38 VA _ hospitals 
found them effective in the treatment of schizo- 
phrenia in a large scale controlled research pro- 
gram. The results show that chlorpromazine and 
promazine were more effective than others in 
controlling belligerence, bizarre behavior, with- 
drawal from people, and disorganization of 
thinking. Patients are more co-operative and re- 
spond to specific treatment including psycho- 
therapy, rehabilitation, and hospital industry 
assignments, 


Polymagma and Polymagma Plain are 
Wyeth’s new antidiarrheal preparations. These 
products are said to be five to eight times more 
effective than kaolin. Polymagma contains di- 
hydrostreptomycin and polymyxin B sulfate. In 
84.5 per cent of 1,450 patients, diarrhea was con- 
trolled within 48 hours, and the entire group re- 
covered within 72 hours. 


Urobiotie is Pfizer’s new shotgun prescription 
for urinary tract infections. It combines oxytet- 
racycline hydrochloride, potentiated with glucos- 
amine, with sulfamethizole and the local anal- 
gesic, phenylazo-diamino-pyridine. 


Hincornstarch, a new two-in-one drug with 
low toxicity, is giving promising results in the 
treatment of pulmonary tuberculosis. It is a 
polymer made of isoniazid and a thiosemicar- 
bazone, with a potato starch base. It was used 
by a group of Irish investigators with 65 per 
cent improvement at the end of three months 
and 80 per cent at the end of six months of 
treatment. Cavities closed in 55 per cent, and 
85 per cent of the patients became sputum 
negative. 


DELINQUENCY 


According to Dr. Vincent T. Lathbury, as- 
sistant professor of psychiatry, University of 
Pennsylvania School of Medicine, parents often 
create delinquent behavior in their children by 
discouraging and punishing their aggressiveness. 
“Parents should be careful in trying to rid 
their children of disagreeable character traits. 
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These traits, when they mature, might become 
very desirable.” Dr. Lathbury feels “the success- 
ful treatment of juvenile delinquency depends on 
a reasonable, tolerant approach by parents — 
an approach recognized by the youngster as hav- 
ing his best interests at heart.” 


CHOLESTEROL SYNTHESIZED 


A research group from VA and the University 
of Wisconsin reported it has made cholesterol 
synthetically in the laboratory. This may repre- 
sent a step toward identifying the manner in 
which the human body manufactures _ this 
chemical. 


HIGH PRESSURE SALESMEN 


The manufacturers’ of mobile homes are doing 
their best to push the new trailer therapy ad- 
vocated by William L. Slade, Ph.D. of Sun 
Valley, California. This psychologist’s method 
involves sending patients on trips to the oceans, 
deserts, mountains, lakes, and foreign countries 
in modern. travel trailers. He bases its healing 
powers on environmental change. Persons with 
emotional disorders rarely obtain permanent im- 
provement by running away from their problems 
but this plan will sell trailers. 


CAPSULE TALK 


Medicinal capsules were first developed in 
France by Monsieur A. DeMothe in 1833. He 
perfected a soft, elastic, one-piece capsule from a 
mixture of gelatin, glycerin, sugar, and water. 
These containers, made slowly by hand, were 
spheroid in shape with elongated lips. The lips 
were removed, and after medicinal ingredients 
were placed in them, the openings were sealed 
by applying a drop of gelatin solution. The mod- 
ern capsule is made by a huge machine that pro- 
duces 40,000 capsules on precision made casting 
molds at one time. 


STEP-WISE REDUCING 


Charlotte M. Young of the Graduate School 
of Nutrition at Cornell University has intro- 
duced a step-wise reducing schedule. A high 
protein—low caloric diet is advised for three 
weeks, followed by a more liberal diet to hold 
the weight without loss or gain for two weeks. 
This is followed by another three weeks on the 
limited diet, followed by two weeks recess, ad 
infinitum. 
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NEWS of the STATE 





COOK 


HEALTH CENTER. A new health center for stu- 
dents at Northwestern University will be started 
early in 1959. The building, a two story struc- 
ture with clinic facilities on the first floor and 
an infirmary on the second, is the gift of John 
G. Searle, vice president of the university board 
of trustees and president of G.D. Searle & Co., 
Chicago medical research and pharmaceutical 
manufacturing firm. 

Grants. Three research grants have been 
awarded to University of Chicago scientists by 
the U. S. Public Health Service, including one 
to J. Kamiya, assistant professor of psychology. 
The Public Health Service also awarded pre- 
doctoral fellowships to Theodore J. Spahn, de- 
partment of medicine; Dr. Francis H. Straus, 
department of pathology; and Mark A. Gold- 
berg, department of pharmacology. 

Dr. Samuel Feinberg, director of the Allergy 
Research Laboratory, Northwestern University 
Medical School, was given a $6,000 grant from 
the Asthmatic Children’s Aid Society to further 
investigations of insect dust as a common cause 
of asthma and hay fever; Dean Richard H. 
Young was given $12,000 for three-year support 
of short term research by medical students. 

Awarps. The University of Chicago Medical 
Alumni Association at its annual meeting pre- 
sented Distinguished Service Awards to Dr. Le- 
Roy H. Sloan, Chicago, clinical professor of 
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medicine at the University of Illinois College of 
Medicine, and to three former members of the 
faculty of the University of Chicago School of 
Medicine: Dr. Louis Leiter, New York, clinical 
professor of medicine, Columbia University Col- 
lege of Physicians and Surgeons; Dr. William 
W. Scott, Baltimore, professor and head of the 
department of urology, Johns Hopkins Univer- 
sity School of Medicine; and Dr. Ernest H. 
Yount, Jr., Winston-Salem, N. C., professor and 
director of the department of medicine, Bowman- 
Gray School of Medicine of Wake Forest College. 

Golden Keys of the alumni were presented to 
two Chicagoans: Dr. Hilger Perry Jenkins, clin- 
ical associate professor of surgery, University of 
Illinois College of Medicine; and Dr. Eleanor M. 
Humphreys, professor of pathology, University 
of Chicago School of Medicine. 

Raprotoey. Dr. Robert D. Moseley, Jr. has 
been appointed professor and chairman of the 
department of radiology at the University of 
Chicago, succeeding Dr. Paul C. Hodges, who re- 
tired. Dr. Moseley is one of the three-doctor team 
that developed a method of destroying the pitui- 
tary gland, useful in the treatment, of some can- 
cers. In the new technique, destructive radio- 
active yttrium-90 pellets are implanted in the 
gland by a needle inserted through the nose and 
guided with the aid of electronic fluoroscopes. 

RETIREMENT. More than a score of Cook 
County Hospital physicians and surgeons are vol- 
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untarily retiring because of their age, including 
Dr. Karl Meyer, 71, chief surgeon. By deciding 
not to take the rugged competitive examinations 
scheduled this fall and required every six years 
as the only avenue of admission or continuing on 
the staff, the seniors, have indicated their deci- 
sion to move into consulting posts, making way 
for 20 younger physicians. Dr. Raymond W. Mc- 
Nealy, 72, (since deceased) staff president, was 
among the retiring group. 

REHABILITATION. The Blind Center at Hines 
celebrated its first decade of service. This center 
conducts the only program of its kind in the VA 
and armed forces. It has helped 470 blinded 
veterans to “see” with walking canes, to over- 
come fear in doing ordinary things, to use power 
tools and appliances, and to become independent, 
useful citizens again. 

New OFFICERS. AMERICAN MeEpIcAL WOMEN’S 
ASSOCIATION, BRANCH No. 2, CHICAGO 


Gertrude Engbring, M.D. 
Lilly A. Rappolt, M.D. 
Hildegarde Schorsch, M.D. 


President 
President-elect 
First vice 


president 
Julia Apter, M.D. Second vice 
president 
Fern E. Asma, M.D. Recording 
secretary 
Janet R. Kinney, M.D. Corresponding 
secretary 
Valerie Genitis, M.D. Treasurer 
Florence M. Rees, M.D. Assistant 
treasurer 


CHIcAGO GYNECOLOGICAL SOCIETY 
H. Close Hesseltine, M.D. President 
Clyde J. Geiger, M.D. President-elect 
Alfred J. Kobak, M.D. Vice president 
William G. Cummings, M.D. Secretary 


Edward S. Burge, M.D. Assistant 
~~ secretary 
Walter F. Dillon, M.D. Treasurer 


CHIcAGO SOCIETY OF INTERNAL MEDICINE 


Ernest G. McEwen, M.D. President 

Wright Adams, M.D. Vice president 

Franklin A. Kyser, M.D. Secretary- 
treasurer 


Miscettany. Dr. Andrew J. Toman, health 
commissioner of Berwyn, a nationally known 
gunshot wound surgeon, joined the staff of 
Sheriff Joseph Lohman as a volunteer consult- 
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ant. Dr. Toman, who for 20 years was medical 
superintendent of Chicago’s House of Correction, 
will be on call at the County jail hospital and 
available for emergency duty with the sheriff’s 
police force. He is the son of former Sheriff John 
Toman. 

Dr. James R. Fink, Skokie, has been elected 
president of the medical staff of Swedish Cove- 
nant Hospital. Dr. Russell E. Elmer is the new 
staff vice president and Dr. W. F. Hutson was 
re-elected secretary-treasurer. 

Central Community Hospital, 5701 S. Wood 
St., Chicago, gave free medical examinations to 
the children of the Protestant Child Haven be- 
fore they left for their summer vacation at Camp 
Cutten, Lake Villa. 

The Chicago Home for Incurables and the 
University of Chicago have entered into an affili- 
ation by which the Home is to construct a new 
hospital adjacent to the University Clinics. It 
will become a model center for study and treat- 
ment of chronic illness, with special emphasis 
on older age groups. 

Two graduates of Chicago Medical School 
have been named to their faculty; Drs. Henry 
L. DuVries will serve as a clinical instructor in 
surgery, and Dr. Marvin D. Moss as a clinical 
instructor in medicine. 

Dr. Bernard J. Michela, a member of the staff 
of the Rehabilitation Institute of Chicago, has 
been named its medical director. He succeeds Dr. 
Joseph H. Chivers, who was elected to the board 
of directors. 

Dr. Sidney Cohen has been appointed head of 
the microbiology department of Michael Reese 
Hospital Medical Center Research Institute. 


EDGAR 


CELEBRATION. The second week-end of July 
was set aside to honor Dr. Floyd B. Weaver of 
Kansas. “A Country Doctor” was the theme and 
the program started with a parade led by the 
Dr. and Mrs. Weaver riding in a convertible. 
Later he was presented with a plaque by the 
people of the Kansas Community in appreciation 
of his many years of civic and professional serv- 
ices. The highlight of the event occurred on Sun- 
day evening when 2,500 friends watched a pro- 
gram “This is our secret, Dr. Weaver — this is 
you Life.” 
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OrFicer. Dr. John Firth rounded out a year 
in July as grand chef de gare for the Forty and 
Right, an honor and fun organization of the 
American Legion. He is now cheminot nationale, 
and as such will represent the state of Illinois 
in the national organization. 

Europe. Dr. Russell Jensen visited the Scan- 
dinavian countries, Scotland, and England re- 
cently. While in Europe he attended several 
medical meetings including those of the Swedish 
Surgical Society and the American College of 
Surgeons in Stockholm. 


GENERAL 


Dr. Verdamae Karr McKee, who has been 
serving at East Moline State Hospital since 
1947, has been appointed superintendent of the 
Dixon State School. 

Dr. Ross T. McIntire, Chicago, executive di- 
rector of the International College of Surgeons, 
spoke on “The Responsibility of the Medical Pro- 
fession in Rehabilitation” at the annual meeting 
of the Montana Medical Association in Billings, 
September 11. 

Dr. Arnold S. Jackson, Madison, Wis., past 
president of the U. 8. Section, International Col- 
lege of Surgeons, spoke on “Treatment of Thy- 
roid Diseases.” 

The Montana Section of the I.C.S. held a 
meeting on the day before, with Dr. Louis W. 
Allard, Billings, regent of Montana, in charge. 
Drs. McIntire and Jackson participated. 

Drs. Charles K. Petter, Waukegan, treasurer, 
and Albert H. Andrews, Chicago, assistant treas- 
urer, are among the newly elected officers of the 
American College of Chest Physicians. The or- 
ganization awarded Certificates of Fellowship to 
the following physicians from Illinois: Carl 
Davis, Jr., William S. Dye, William H. S. Iron- 
side, Benjamin M. Kaplan, Maurice Lev, and 
Charles W. Pfister, Chicago; A. Edward Livings- 
ton, Bloomington. 

A complete medical laboratory for the prepara- 
tion of calf lymph dried smallpox vaccine will 
leave Chicago shortly for shipment halfway 
around the world to Dacca, the capital of East 
Pakistan. 

In the 31,000 pound, 122 case shipment are 
91 different items ranging from analytical re- 
agent chemicals for preparing cultures to freezers 
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and refrigerators for storage of the finished vac- 
cine. The material in the shipment will include 
100,000 serum bottles, 4 million aluminum bottle 
stoppers, 1 million rubber stoppers, a sterilizing 
oven, all forms of glassware (including beakers, 
flasks, and centrifuge tubes), culture incubators, 
two hospital-type autoclave sterilizers, two 16 
foot deep freeze units, and a 14 foot refrigerator. 

The laboratory will be capable of preparing 
cultures, processing the serum, and packaging it 
for distribution throughout the country. An in- 
oculation center also will be set up in Dacca, op- 
erating in conjunction with the laboratory, to 
inoculate local residents. This $50,000 laboratory 
is being assembled by Arthur S. LaPine and 
Company, Chicago, under a contract with Inter- 
national Co-operation Administration. 

The establishment of this vaccine producing 
laboratory will be the first such installation in 
that part of the world. When Pakistan suffered 
an outbreak of smallpox and cholera of epidemic 
proportions in April, the United States govern- 
ment sent a team of nine physicians to inoculate 
the 6 million residents of the immediate epidem- 
ic area, thus arresting the epidemic. The labora- 
tory to be established in East Pakistan will be 
set up to produce smallpox vaccine to inoculate 
the remaining 50 million inhabitants of the 
nation. 


LECTURES ARRANGED BY THE ILLINOIS STATE 
MeEpIcaL Society 


Irving H. RosenTHAL, instructor in pedi- 
atrics at Stritch School of Medicine of Loyola 
University, addressed the Bureau County Medi- 
cal Society in Spring Valley, September 9, on 
“Fluids and Electrolytes in the Newborn.” 

ARNOLD WAGNER, associate in medicine at 
Northwestern University Medical School, ad- 
dressed the LaSalle County Medical Society in 
Ottawa, September 11, on “Sugar Metabolism in 
the Aged.” 

ArtHuR W. FLEMING, associate professor of 
medicine at Stritch School of Medicine of Loyola 
University, addressed the Champaign County 
Medical Society in Champaign, September 11, 
on “Newer Concepts in Pediatrics.” 

Irvine E. Steck, clinical assistant professor 
of medicine, University of Illinois College of 
Medicine, addressed the Stephenson County 
Medical Society in Freeport, September 18, on 
“Management of Rheumatoid Arthritis.” 








A. WALTER Wise, staff member of St. 
Anthony’s Hospital in Rock Island, the Hancock 
County Medical Society in Carthage, October 14, 
on “Diagnostic Problems in Relations to Coro- 
nary Artery Disease.” 

BENJAMIN BLACKMAN, clinical assistant in 
neurology and psychiatry, Northwestern Univer- 
sity Medical School, Bureau County Medical 
Society in Princeton, October 14, on “Pharmaco- 
therapy in Mental Illness.” 

F. Garm Norsury, Director, Norbury Sana- 
torium, Jacksonville, joint meeting of the Mont- 
gomery and Macoupin County Medical Societies 
in Litchfield, October 15, on “Psychiatric Prob- 
lems in General Practice.” 

Louis R. Limarzi, associate professor of medi- 
cine, University of Illinois College of Medicine, 
Kankakee County Medical Society in Kankakee, 
October 21, on “The Anemias.” 


DEATHS 


Water S. Barnes*, retired, Chicago, who 
graduated at the Buffalo School of Medicine in 
1892, died August 2, aged 89. He was a former 
chief surgeon at Mercy Hospital and a member 
of the staff for 65 years. 

LeopoLD BENNO BERNHEIMER*, Chicago, who 
graduated at the University of Illinois College of 
Medicine in 1922, died July 15, aged 62. He was 
a staff member of the ear, nose, and throat de- 
partment of the Michael Reese Hospital. 

JoHun C. BoopE.*, Chicago, who graduated at 
Northwestern University Medical School in 
1913, died July 8, aged 66. He had been a mem- 
ber of the teaching staff at Cook County Hospi- 
tal for 20 years. 

OrvittE Leston DENYES*, Momence, who 
graduated at the Chicago Medical School in 
1931, died May 30, aged 57, in an automobile 
accident. He was a member of the staff of St. 
Mary’s Hospital in Kankakee, and surgeon for 
the Chicago and Eastern Illinois Railroad. 

Lzo J. EscHELBACHER*, Mount Vernon, who 
graduated at the Universitat Basel Medizinische 
Fakultat, Switzerland, in 1936, died July 9, aged 
47. 

PATRICIA JORDAN*, Chicago, who graduated 
at the Chicago Medical School in 1949, died 
April 28, aged 43, of coronary occlusion. She was 
a member of the American Psychiatric Associa- 
tion and a staff member of the Milwaukee Sani- 
tarium Foundation. 
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Harry FRANKLIN KILLENE*, East St. Louis, 
who graduated at the Eclectic Medical Institute, 
Cincinnati, in 1909, died April 6, aged 75, of 
cellulitis of the face and neck secondary to car- 
cinoma. He was associated for many years with 
St. Mary’s and the Christian Welfare Hospitals, 
and was company physician for the Illinois Cen- 
tral Railroad. 

Raymonp W. Mcneaty*, Chicago, who grad- 
uated at the University of Illinois College of 
Medicine in 1910, died July 29, aged 71. He had 
been president of the staff of Cook County Hos- 
pital since 1931 and staff member since 1917; 
emeritus-chief of surgery at Chicago Wesley 
Memorial Hospital; associate professor emeritus 
of surgery at Northwestern University Medical 
School; president of the United Research Foun- 
dation ; a fellow of the American College of Sur- 
geons, and honorary fellow of the International 
College of Surgeons. He had announced recently 
that he would retire January 1 as staff president 
at County Hospital “in order to make room for 
younger doctors.” 

L. Ropert MELLIN*, Chicago, who graduated 
at Bennett Medical College, Chicago, in 1914, 
died August 6, aged 65. He was a member of the 
staffs of Alexian Brothers and Columbus Memo- 
rial Hospitals, and a past commander of Ad 
Men’s Post 38 of the American Legion. 

JosEPH T. MryeEr*, Chicago, who graduated 
at the Chicago College of Medicine and Surgery 
in 1913, died July 29, aged 72. He was head 
of the staff and chief surgeon at St. George’s 
Hospital for many years. He was a member of 
Loyola University’s president’s council, and a 
past president of the university's medical 
alumni. 


James L. Mrxos*, Chicago, who graduated at 
Loyola University School of Medicine in 1931, 
died July 18, aged 53. He was a member of the 
staff of St. Francis Hospital in Blue Island. 

FREDERICK OAKkEs*, Schiller Park, who grad- 
uated at Bennett Medical College, Chicago, in 
1915, died July 28, aged 72. He was a member 
of the staff of DuPage County Memorial Hospi- 
tal, Elmhurst, former chief of staff at Westlake 
Hospital in, Melrose Park, and a staff member of 
West Suburban Hospital, Oak Park. 

PAULINE JOSEPHINE RytEL*, Chicago, who 
graduated at Uniwersytet Jozefa Pilsudskiego, 


“Indicates member of the Illinois State Medical Society. 
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Warszawa, Poland, in 1927, died May 5, aged 55, 
of uremia, nephrosclerosis, and hypertension. 
CuHarLes E. SHannon*, Chicago, who grad- 
uated at Rush Medical College in 1926, died 
July 18, aged 60. He was senior attending sur- 
geon at St. Luke’s Hospital and director of 
Marshall Field & Company’s medical bureau. 
CHARLES Sproc*, Oak Park, who graduated at 
the Chicago College of Medicine and Surgery in 
1913, died July 25, aged 66. He was a member 
of the staff of Lutheran Deaconess Hospital. 
Winston Harris Tucker*, Evanston, who 
graduated at the University of Chicago School 
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The neurotic pet owner 


Small animals hospitals owe a substantial part 
of their sustenance to a special brand of neurotic 
pet owner. The most neurotic pet owner is the 
one who maintains his animal exclusively as a 
pet. It has no other function but that of a pet. 
It is not a work animal even in the smallest 
sense—not a hunting companion, not a watch 
dog, a protector of property, a baby tender—just 
a pure and simple pet. Pet owners whose pets 
have at least some of these minor functions are 
much less likely to be neurotic. Furthermore, 
these special pet owners do not keep pets simply 
because they enjoy them. The fact is they need 
them as a solace to their loneliness, as a subli- 
mation to their shortcomings or failures, as a 
balm to their shattered egos in their unsuccess- 
ful struggles with life. This does not mean these 
people are mentally ill. But it certainly does 
mean that they are mentally disease-prone. The 
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of Medicine in 1934, died August 3, aged 57. He 
had been Commissioner of Health in Evanston 
since 1937 and director of housing since 1956. 
He was a professorial lecturer on public health 
at the University of Chicago and other institu- 
tions; past president of the Illinois Public 
Health Association and the Northern Suburban 
Medical Society; member of the state advisory 
group on polio vaccine and immunization pro- 
grams, and chairman of the Chicago Medical 
Society Tuberculosis Control Committee. 
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pet serves as a palliative that assists the neurotic 
in making a serviceably sound adjustment to 
life. 

There are lonely people, both young and old, 
who cherish their pets with a voracious devotion. 
There are the failures who relish being looked 
upon as a minor deity by a faithful, scraggly 
pet. There are the disenchanted and the crim- 
inals and the murderers who look upon their 
pets as the only truly honorable beings, and they 
treat them with a tender delicacy. The feeling of 
a neurotic for his pet is deep-rooted because in 
the pet the neurotic often has personified his 
deepest and highest aspirations in life. The pet 
becomes for him the embodiment of the highest 
possible attainable virtue. That is one of the 
reasons why restrictive “ordinances regarding 
pets are combated with so much vigor, and why 
the antivivisectionists rant with such vitriolic 
irrationality. A. Barton, D.V.M. The Neurotic 
Pet Owner. Philadelphia Med. June 6, 1958. 
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The deductible approach 


To get the most recent information on deduct- 
ibles and co-insurance, a questionnaire was sent 
to the Blue Cross plans in the United States this 
summer ; 60 responded. Twenty-nine of these do 
not offer either a deductible or co-insurance 
agreement. The reasons given most frequently 
were: lack of public demand, belief in the service 
benefit principle, union disfavor, burden to hos- 
pitals, little effect on admissions, agreements al- 
ready have built-in co-insurance. Two of the 28 
had offered deductible contracts but discontinued 
them because of public apathy and hospital ob- 
jections. Twenty-six plans offer deductible agree- 
ments. ‘T'wenty-one of these employ a per case, per 
admission, or per year deductible; five a daily 
deductible; two require the patient to pay the 
first two days’ room and board charges. Eleven 
plans offer agreements incorporating various co- 
insurance features. As may be expected, from 
these 31 plans there were varying reports and 


Yes, there are banks 
for cash and valuables 


From Dr. O. W. Knewitz of Belleville comes 
a newspaper clipping accompanied by a sugges- 
tion that it be reprinted “as there may be some 
more M.D.’s who do not know what banks are 
for.” 

The news item reported that police authorities 
in San Antonio, Tex., were holding a 34-year-old 
man accused of stealing $23,000 from the wall 
safe in the office of a downstate Illinois physi- 
cian. The alleged loot consisted of $9,500 in cash 
and $13,400 in checks and securities. 

The man under arrest had stayed with the 
physician while seeking work. One dav when 
alone he removed the safe from the wall, packed 
it in his car and drove off. Safely away in an- 
other state, he stopped and broke open the safe. 
The thief was kind enough to return the checks 
and securities to his benefactor, but police say he 
kept the cash for his trouble. 
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opinions as to the value and effect of their con- 
tract provisions. Most reported some decrease in 
admissions and an increase in average length of 
stay. Some feel that the principle has been ac- 
cepted reasonably well, others find little accept- 
ance, a few frankly wish they hadn’t become in- 
volved. 

From time to time the deductible approach 
has been suggested as a possible help to doctors 
in keeping patients out of the hospitals who 
don’t belong there. The unfortunate truth is that 
an economic control is unselective. If it is strong 
enough to serve as a deterrent to those who want 
to be hospitalized but need not be, it also dis- 
courages action on the part of those who should 
be under a doctor’s care and in the hospital. Can 
we remove the economic barrier to medical care 
by re-introducing it? There are indications that 
the American public may not agree to apply the 
deductible principle to most areas of medicak 
care. L. E. Irwin, Efficient Use of Hospitals. 
Pennsylvania M.J. June 1958. 


Common duct injuries 


That may sound trite, but we have had so far 
this year, from one Pennsylvania community, 
eight injuries of the common duct. It is one of 
the greatest tragedies that can occur to a person 
unless the injury is recognized at once and direct 
anastomosis made. Any operation at a later time 
is fraught with grave danger, not only from the 
standpoint of what you can accomplish but the 
great danger to the patient’s life. I think the 
panel is in agreement that the patient who has 
gallstones, if he is in reasonably good health, is 
better off to have the gall bladder out. If you 
wait, the older the patient gets the greater is the 
risk of operation. A woman forms gallstones as 
a rule during pregnancy. They may not give 
rise to symptoms at that time, although frequent- 
ly women may have their first attack during 
pregnancy and then not have another for a long 
time after that. J. 8S. Ravdin, M.D. Summary- 
Symposium on Surgical Aspects of Biliary Tract 
Disease. Maryland M.J. Jan. 1958. 
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